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ABSTRACT 
Amelia Clement Rock: Relationships Between Stigma and Intimate Partner Violence Among 
Female Sex Workers Living with HIV in Santo Domingo, Dominican Republic 
(Under the direction of Clare Barrington) 
Background: Intimate partner violence (IPV) victimization is associated with numerous 
adverse health outcomes, including suboptimal HIV treatment. Violence against female sex 
workers (FSW) perpetrated by intimate partners outside of sex work (e.g. boyfriends or 
husbands) has received little attention. Stigma negatively influences economic resources, social 
relationships, and psychological and behavioral outcomes of the stigmatized, which may increase 
IPV risk. Informed by stigma, economic, and alcohol use motivation theories, I assessed 
relationships between HIV and sex work stigma and IPV among FSW living with HIV, including 
indirect effects via income, savings, and alcohol use.   
Methods: I analyzed cross-sectional and longitudinal survey data from a cohort of FSW 
living with HIV in Santo Domingo, Dominican Republic (n=266). I used multivariable logistic 
regression to assess relationships between enacted, anticipated, and internalized HIV and sex 
work stigma and recent IPV victimization (Aim 1), and path analysis to examine mediated 
relationships between stigma and IPV via income, savings, and alcohol use (Aim 2).  
Results: Participants reporting HIV-related job loss had 5.6-times the odds of IPV 
compared to others (95% CI: 1.9, 16.2). A higher level of fear of family exclusion due to HIV 
was associated with a 1.8-fold increase in IPV odds (95% CI: 1.12, 2.82), and a higher level of 
fear of colleagues taking your clients if you revealed your status was associated with a 1.7-fold 
increase in IPV odds (95% CI: 1.2, 2.6). Indirect effects were insignificant. Social HIV 
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discrimination was negatively associated with income, and alcohol use and savings were 
positively associated with IPV. 
Conclusions: HIV stigma may undercut economic resources, social ties, and mental 
health, creating barriers to ending abusive relationships, or causing stress and couple conflict 
leading to IPV. Stigma-driven economic precarity may heighten the importance of maintaining 
intimate partner relationships, despite violence. Fears of family rejection may discourage HIV 
disclosure, diminishing social support that protects against IPV, or create a specter of isolation 
that hampers ending abusive relationships. Curbing workplace HIV discrimination could reduce 
IPV vulnerability by protecting against economic losses and precarity. Community mobilization 
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CHAPTER 1. INTRODUCTION: AIMS AND OVERVIEW 
Intimate partner violence (IPV) victimization among women is associated with a host of 
negative health and social outcomes, including depression and social isolation,1-4 unintended 
pregnancy,5 HIV infection,6-10 poorer physical functioning and general health,11 and injury and 
death.12-14 An increasing number of studies also show harmful effects of IPV on antiretroviral 
therapy (ART) adherence and HIV viral suppression,15-18 indicating that IPV is a major threat to 
the health and wellbeing of women living with HIV and public health efforts to stem the 
epidemic through treatment-as-prevention approaches.19-24 
Compared to the global research, policy, international frameworks, and programming 
dedicated to violence against women generally, violence against female sex workers (FSW) has 
received little attention.24-29 The body of work on violence perpetrated against FSW by their 
intimate partners outside the context of sex work who do not pay for sex acts (e.g. husbands or 
boyfriends) —is particularly limited. In the one systematic review of multivariable quantitative 
studies of violence against FSW globally, 4% to 73% of FSW reported experiencing violence 
perpetrated by an intimate or other nonpaying partner, a wide range based on only three studies 
meeting inclusion criteria.28 Many existing studies of violence against FSW do not specify or 
disaggregate perpetrators,10,30-33 which inhibits interpretation of their findings with regard to the 
distinct etiology of IPV, since risk factors for IPV can differ from risk factors for violence 
perpetrated by others.2,15,34,35 Not specifying the perpetrator also limits usefulness of study 
findings for intervention design, since violence experienced in different relationship contexts 
may call for different responses—for example, while interventions addressing workplace 
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characteristics, such as policing that drives street-based sex workers’ transactions into remote 
locations, may be helpful for addressing client violence risk,32 they may have little relevance to 
violence within intimate partner relationships. The studies of violence against FSW that do 
specify perpetrator(s) typically focus on violence perpetrated by clients and police, even though, 
in many contexts, violence from intimate partners appears more prevalent.2,15,36-38 Finally, most 
studies examine simple risk factor/outcome associations with cross-sectional data, leaving more 
complex pathways through which factors relate to IPV unexplored.28,39 
Although research has identified a number of factors that may increase the risk of IPV 
victimization among FSW,2,27,32,34,40-42 the influence of stigma remains understudied. Stigma is 
regarded by FSW, people living with HIV (PLHIV), and researchers as a powerful structural 
driver – contextual factor external to the individual, such as economic policies, laws, and social 
norms43-45—of their health, lived experiences, and relationships.44,46-59 FSW living with HIV 
contend with both HIV stigma and sex work stigma, which are mutually reinforcing and 
exacerbated by stigma associated with gender, race, class,58,60,61 an interplay defined as 
intersectional stigma.62-64 Per Hatzenbuehler et al.65 stigma produces various adverse social and 
health outcomes among stigmatized people through mediated pathways, including negatively 
affecting their available economic resources and social relationships, and spurring psychological 
and behavioral responses such as substance use.65 When these pathways are considered in 
tandem with empirical and theoretical scholarship on IPV risk factors, stigma appears as a 
potential important structural driver of IPV among FSW living with HIV, and economic 
resources and alcohol use as potential mediators of the relationship.  
Informed by theories of stigma, feminist economics, and alcohol use motivation, the 
purpose of this study is to assess pathways of influence between stigma and IPV against FSW 
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living with HIV. Given empirical research showing that different mechanisms of stigma have 
distinct relationships with health outcomes,66,67 I examine enacted, anticipated, and internalized 
stigma related to sex work and HIV. In line with socio-ecological theories of IPV, I assume that 
variation in individuals’ IPV risk is explained by a web of multilevel factors,24,39,68,69 Specific 
aims include: 
1) Assess the association between enacted, anticipated, and internalized HIV stigma and 
sex work stigma and IPV. 
2) Examine explanatory mechanisms of relationships between HIV and sex work stigma 
and IPV, including economic resources and alcohol use. 
To address these aims, I analyzed longitudinal quantitative data collected as part of 
Abriendo Puertas (Opening Doors), an intervention to promote HIV prevention and care within a 
cohort of 250 cisgender FSW living with HIV in Santo Domingo, Dominican Republic (2012-
2014).70,71 Surveys including measures of enacted, anticipated, and internalized HIV and sex 
work stigma were conducted at baseline and ten months follow up. The primary outcome in this 
study was self-reported IPV at follow up. Violence questions, adapted from the World Health 
Organization (WHO) Violence Against Women Instrument,72 asked participants about their 
experiences of seven different acts of physical and sexual violence perpetrated by intimate 
partners in the last six months. A previous analysis of baseline data found that 18.3% of 
participants experienced violence from a sexual partner in the last six months, with a greater 
proportion reporting violence from intimate partners (12.3%) than from clients (8.3%).15 
I conducted multivariable logistic regression to assess whether measures of HIV and sex 
work stigma are related to IPV (Aim 1), and path analysis to test mediation of these relationships 
by economic resources and alcohol use (Aim 2). This study expands the small literature on the 
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etiology of IPV among FSW and is one of the first to examine correlates of IPV among FSW 
living with HIV. Findings advance understanding of multiple pathways through which stigma 
may influence IPV vulnerability in this population, which can be used to develop programs and 
policies that address impacts of stigma and reduce IPV, potentially stemming numerous 
downstream adverse health and social outcomes.   
5 
CHAPTER 2. BACKGROUND 
2.1 Contextualizing this study: critical perspectives on sex work, terminology, and gaps in 
the research   
In this section, I first provide an overview of dominant theoretical perspectives and 
debates on sex work in scholarship and advocacy and situate this study and my perspective 
amongst these. I then critically analyze the gaps in research on intimate partner violence among 
FSW and argue that these are rooted in stigmatization of FSW. I then present my choice of key 
terminology—“sex workers” and “intimate partner”-- reflecting on arguments for and against 
different options, including the potential to reproduce stigma and usefulness for social 
mobilization.  
Perspectives on sex work  
This study is preceded by a long-standing and ongoing debate around the nature of sex 
work and what society should do about it, originating in feminist dialogues, and involving voices 
from sex workers, the social and health sciences, policy and legal arenas, and community- and 
NGO-based activism. Sex work sociologist Ronald Weitzer has distilled three fundamental 
theoretical perspectives from the various schools of thought involved in these conversations: the 
oppression paradigm, the empowerment paradigm, and the polymorphous paradigm.73 The 
oppression paradigm and the empowerment paradigm, espoused by groups of scholars and 
activitists known as radical abolitionist or Marxist feminists and pro-sex feminists respectively, 
represent opposing ends of this debate. These two groups disagree about the fundamental nature 
of sex work and how, if at all, society should respond—is it possible for women to do sex work 
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by choice, or do the constraints placed upon them by economic structures and patriarchy limit 
their options to the extent that the notion of “consensual sex work” is a contradiction in terms?73-
75 The two groups can also be differentiated in terms of their framing of the fundamental human 
rights violation associated with sex work: while for radical abolitionist feminists, the human 
rights violation is prostitution itself, for pro-sex feminists, the violation is state repression of 
prostitutes through criminalization of the practice.76 
Radical abolitionist feminists such as Catherine MacKinnon, Carole Pateman, and 
Christine Overall argue that in context of patriarchal capitalism, prostitution is both the ultimate 
expression and cause of the subordination of women, whose existence is contingent upon 
inequality in social or economic power between prostitutes and their clients.77 As it is an 
“institution of male supremacy” analogous to how “slavery was an institution of white 
supremacy”78 and to rape,79 it should be abolished rather than regulated or decriminalized. 
Prostitution is different from other forms of labor, including forms involving the sale of physical 
or intimate services, because it inherently entails the sale of women’s “self” on a more profound 
level than any other form of labor in which services of the body are sold.80 Given the inherent 
exploitative and violent nature of prostitution, no woman who had any other option would 
choose it: “women in prostitution are observed to be prostituted through choices precluded, 
options restricted, possibilities denied.”74(p274) By this logic, women who are engaged in sex work 
are coerced – whether directly by pimps, or indirectly by the constraints of poverty – and thus 
victims.81 In the view of feminists who reflect the empowerment paradigm, such as Anne 
McCIintock, Lynn Sharon Chancer, and Camille Paglia, sex work is work, involves agency, and 
can be a means to liberation from patriarchy through sexual expression and/or economic 
independence.73,82 They view radical feminists’ critique of prostitution as a hypocritical 
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reproduction of traditional, repressive morality around female sexuality, and of stigmatizing 
notions of FSW as victims.58  
Weitzer’s third, “polymorphous” paradigm, accepts aspects of the abolitionist and pro-
sex feminists’ arguments, but rejects the notion of an essential meaning, singular origin, or 
uniform experience of prostitution, as these are culturally and historically specific. 82 The 
polymorphous paradigm: 
…holds that there is a constellation of occupational arrangements, power relations, and 
worker experiences. Unlike the other two, this paradigm is sensitive to complexities and 
to the structural conditions shaping the uneven distribution of agency, subordination, and 
job satisfaction.73(p215)  
 
Scholars in this group are linked in part by their orientation toward “situating the meaning of 
prostitution empirically.”82(p98) They document varying FSW experiences and working 
environments and interpret them within their broader structural contexts, using ethnography, 
surveys, and other forms of empirical investigation.61,73,82 This work sheds light on how context 
and sex work arrangements modulate the extent to which consent and choice are possible, and 
the extent to which sex work exposes women to empowerment, liberating sexual expression, 
violence, and other harm.58,82 Radical abolitionists reject the polymorphous approach, arguing 
that focusing on differences in the experiences of FSW and their working conditions circumvents 
the fundamental problem, which is that, “like rape, sexual assault, sexual harassment, and incest, 
prostitution is inherently gendered, a component and manifestation of the patriarchal institution 
of heterosexuality.”81 
Sociologists whose work reflects the polymorphous paradigm have developed typologies 
of sex work that capture wide variation in women’s sex work experiences across multiple 
domains, and reflect “constellations”73(p215) of factors that shape these experiences. Scambler’s 
“typology of sex work careers” includes six types—“coerced,” “destined,” “survivors,” 
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“workers,” “opportunists,” and “bohemians”—that reflect characteristics such as type and 
urgency of needs met through sex work, levels of agency and coercion experienced, and 
timespan of engagement in sex work.61,83 Individuals may move from one career to another.83 
Paradigmatic examples of “survivors” are people who use drugs, single parents, and people in 
debt—that is, those with pressing economic needs that greatly, if not fully, compromise their 
agency in sex work. “Opportunists” are those aiming to finance specific life projects such as 
migration or education. “Workers” are those for whom sex work is a permanent job. 
“Bohemians” do sex work casually, without economic need. Weitzer’s typology uses a more 
fine-grained, descriptive approach that captures characteristics of sex work and the workplace 
environment associated with different modes of sex work, i.e. call girls, escorts, brothel workers, 
massage parlor workers, and street walkers.73 These characteristics include “business location” 
(private premises, hotels, brothels, parks, cars and allies), “prices charged,” “public visibility,” 
“exploitation by third parties,” “impact on community,” and “risk of violent victimization.” By 
showing how these characteristics vary within and across the different modes of sex work, 
Weitzer highlights potential risk and protective factors for experiencing negative outcomes such 
as violence or exploitation by pimps.  
Although scholars of the polymorphous paradigm approach sex work with a more 
nuanced, less essentializing perspective than strong adherents of either the oppression or 
empowerment paradigms, they, too, at times oversimplify and perpetuate stigma. Typologies like 
Weitzer’s and Scambler’s can be highly useful for meaningful reduction of complex human 
experience, but inevitably obscure the experiences of some. For example, FSW may occupy 
more than one of Scambler’s types simultaneously, not only sequentially. Scambler’s 
paradigmatic example of Bohemians as “casual, without need”83(p1080) is also dismissive, offering 
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no analysis of the social, cultural, psychological, or other type of “need” driving or significance 
of sex work for these women. In Weitzer’s typology, some characteristics of sex work and the 
workplace environment implicitly center the perspectives and experience of the non-sex working 
community—i.e. the “public” and “community” indicated in the characteristics “impact on 
community” and “public visibility”—rather than those of sex workers, which contributes to a 
sense of a dominant “us” group and a separate, other “them” group. The creation of these two 
groups by those in power (i.e. the “us” group) constitutes one fundamental stigma process, per 
stigma theorists Link and Phelan,84 as will be discussed at length in Chapter 3, Theoretical 
Framework. Weitzer’s typology additionally excludes characteristics reflecting FSW community 
resources and strengths, such as social cohesion and community empowerment, which also 
influence risk of exposure to harms such as violence and HIV.59,85 These characteristics may not 
be seen or recognized by non-sex workers, and their exclusion is another way which this 
typology marginalizes sex workers’ perspectives and experiences. 
Other scholars representing the polymorphous paradigm, many in anthropology, gender 
studies, and sociology, show how FSWs’ exposure to different sex work environments and the 
risks they entail is shaped by stigma and inequality along lines of race, class, and gender.58,82 For 
example, Elizabeth Bernstein’s ethnography of sex work in San Francisco illustrates how FSWs’ 
race and class provide them access to different specific neighborhoods and streets in which to 
work, which vary with regard to factors such as level of pay, client profile, risk of violence, 
interaction with law enforcement, indoor location access, and control by pimps and other men.82 
Women with disadvantaged social positions with regard to race and/or class face the greatest 
exposure to harmful sex work conditions and experiences—the most similar to those imagined 
by the oppression paradigmists—while those with greater social, cultural, and racial capital may 
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be able to avoid these experiences, and have more opportunities for the experiences of liberatory 
sexual transgression and empowerment through sex work that the empowerment paradigmists 
emphasize.  
In line with the polymorphous paradigm, I reject the assumption of a universal nature or 
consequences of sex work, and understand the structural context of sex work, and people’s social 
position within it associated with their race, gender, class, and sexuality, to influence the extent 
to which they are exposed to harms such as violence (and have access to experiences of sex work 
as transgressive sexual liberation). Violence and other harms often associated with sex work are 
not inherent to sex work but rather to the structural conditions in which it takes place.58 My study 
focuses on one structural driver—stigma, related to HIV and sex work—and its relationship to 
FSWs’ risk of experiencing IPV. I was not able to explore empirically the role of race, gender, 
class, and sexuality in those relationships because those variables were not measured and/or 
lacked variability in the study population, but see this as an important area of future research for 
advancing understanding of lived experiences of people experiencing intersectional stigma.  
Finally, I also take the position that sex work is a legitimate form of work regardless of 
the nature of individual women’s experiences of it, and that sex workers are entitled to a safe and 
supportive working environment, as defined by the International Labor Organization (ILO), 
including safety from violence.86  
Key terminology used in this study 
“Sex worker” 
As Scambler’s (2007) typology indicates, the term “worker” or “sex worker” best 
describes one of many modes of exchanging sex for money or goods, and cannot be applied to all 
modes and people who practice them. Based on her ethnographic research on sex work and sex 
tourism in Cuba and Puerto Plata, Sosúa, Santo Domingo, and Boca Chica in the Dominican 
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Republic, Amalia Cabezas argues that the term is neither accurate nor sufficiently useful for 
social mobilization for women in this context.88,89 The term is:  
…difficult to apply to the new forms of flexible contingent practices that may contain elements of 
partial commodification but that do not conform to the rigid categories of commercial sex 
work…[it] presupposes a fixed identity and thereby creates and freezes differences and subjects. 
This identity may be fixed where institutions like brothels and pimps control the conditions of 
women’s sexual activity, but not necessarily in less constrained situations. Sex worker is an 
empowering term in situations where the woman or man does not have substantial control over 
the disposition of sexual activities because it marks those activities as labor and therefore as 
entailing worker rights.88(p21) 
Empirical research from the Dominican Republic and other settings in the global South 
illustrates the “flexible contingent” nature of sex work practices: many FSW in the Caribbean, 
including in the Dominican Republic, are not constrained by brothels and pimps, do not do sex 
work full time or stay in one site or one arrangement, and have a relatively high degree of 
autonomy.90 It is also common to work in venues where their roles are multifaceted and 
ambiguous—for example, bars and discos, establishments not solely dedicated to selling sex, 
where they are hired as waitresses or dancers, but are also available for hire for sex.91 Many 
FSW working in such venues identify more as waitresses, dancers, or girlfriends than as sex 
workers.91-93 Relationships with clients are not impermeably distinct from intimate partner 
relationships—they may have characteristics such as intimacy, trust, friendship, and instrumental 
support beyond the sexual transaction, and/or transform into intimate partner relationships over 
time.91,94-97 In failing to reflect the flexible, context-dependent nature of sex worker identities and 
practices, the term sex worker “creates and freezes differences and subjects”— it implies a 
stable, unambiguous sex worker identity, which, in turn, cleanly separates women who practice 
sex work from other women, contributing to their stigmatization. 
Despite these problems with the term, there are strong arguments for using it in 
conducting research in the Dominican Republic. Firstly, the term trabajadora sexual (female sex 
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worker) has common usage, meaning, and history in this context. It was introduced into popular 
discourse by Centro de Orientación y Investigación Integral (Center for Orientation and Integral 
Research [COIN]), a community-based organization that played a key role in the HIV 
response,98 and taken up by El Movimiento de Mujeres Unidas (The Movement of United 
Women [MODEMU]) and La Organización de Trabajadoras Sexuales (The Organization of Sex 
Workers [OTRASEX]), leading community based FSW organizations that advocate for FSW 
solidarity and rights.88,99,100 Secondly, utilization of the term and other language of human and 
worker rights has proved an useful tool for FSW in fighting for their rights in this specific 
context, including ending violence against sex workers, protection of labor rights, and access to 
health care.88 For example, Cabezas describes how in 1997, MODEMU successfully pushed 
back against zoning laws to create a red light district and contain sex work in Santo Domingo by 
drawing on this language, which “repositioned [FSW] from fallen women to legal-juridical 
subjects worthy of protection.”88(p159) 
I choose to use this terminology in solidarity with these community-led efforts and 
principles of human rights, and because it is consistent with the position that sex work is a 
legitimate form of work101 and local terminology, while also hearing Cabezas’s call for better 
language to address the limitations discussed. This terminology additionally has the advantage of 
avoiding the term “prostitute” or “prostitution,” which in many contemporary contexts – 
including among FSW in the Dominican Republic92—reflects and contributes to their 
stigmatization.102 For example, “prostitute” has been used by radical abolitionist feminists in 
constructing sex workers as inherently powerless victims (e.g. when MacKinnon refers to sex 
workers as categorically “prostituted”74(p274) [her italics]). It should be noted that among some 
sex workers and advocates, avoidance of the term “prostitute” is considered an expression of 
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stigmatizing views toward and discomfort with sex work, as explained by Brazilian sex worker 
leader and activist Gabriela Leite.103 Some therefore have reclaimed and use terms such as 
prostitute and “whore” as expression of identity and pride.58,104 
“Intimate partners” and “clients”  
The lack of mutual exclusivity between FSWs’ client and intimate partner relationships 
that has been found in many places in the global South94 presents challenges to communicating 
about IPV against FSW. When researchers refer to FSWs’ “clients and intimate partners” (or 
clients and “intimate or other non-paying partners,” e.g. Deering et al.28), this language treats the 
two relationship categories as discrete, and reflects an assumption that intimacy is not found in or 
is mutually exclusive with client relationships, which, as discussed, is often not borne out 
empirically. 
Alternatively, some researchers use the terms “non-paying partners and paying 
partners,”105-108 which avoids drawing a line between the two relationship categories on the basis 
of intimacy. However, evidence from many contexts suggests that just in the way that intimacy, 
defined in terms of qualities such as love, closeness, trust, and emotional connectedness, crosses 
the line, so does financial exchange. Assumptions of a mutual exclusivity between financial 
exchange and romantic intimacy may have roots in Western European and North American 
feminist and early Marxian thought on sex work that emphasizes alienation and estrangement 
from the self through female body commodification in capitalist societies,90(pp62-63) which may be 
more influential in settings in the global North, where studies have indeed found that FSWs do 
often treat their client and intimate partner relationships as mutually exclusive.94(p811)  
Another problem with the “non-paying/paying partners” option is that it centers FSWs’ 
work in defining their intimate partner relationships, putting disproportionate emphasis on their 
professional lives, thus obscuring their full identities and experiences. Deborah Brock observes 
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that “women working in prostitution become prostitutes in the eyes of others; that is, publicly 
they are more identified with their work than are people in other jobs.”109(p11) This type of 
equation of the whole of an individual with his or her stigmatizing social label is evidence of one 
central feature of the stigmatization process, the separation of “us” from “them,” per Link and 
Phelan: 
Evidence of efforts to separate us from them are sometimes directly available in the very nature 
of the labels conferred. Incumbents are thought to "be" the thing they are labeled (Estroff 1989). 
For example, some people speak of persons as being "epileptics" or "schizophrenics" rather than 
describing them as having epilepsy or schizophrenia. This practice is revealing regarding this 
component of stigma because it is different for other diseases. A person has cancer, heart disease, 
or the flu-such a person is one of "us," a person who just happens to be beset by a serious illness. 
But a person is a "schizophrenic.”84(p370) 
In summary, none of the commonly used and recognized language for FSWs’ intimate 
partners and clients is unproblematic with respect to the potential for contributing to 
stigmatization of sex workers. In this study, I use the terms “intimate partner” and “client,” but 
recognize that these categories are not, in fact, dichotomous and exist on a continuum in the lived 
experiences of many FSWs.91 Intimate partner here refers to people with whom FSW have 
formalized partnerships, such as marriage, and informal partnerships, such as dating, informal 
marriage, and sexual relationships, and who do not pay FSW for sex acts, although they may 
give them money.24 Clients are those who pay with money or in-kind for sex acts. The use of the 
term “client” signals my position that sex work is a legitimate form of work.  
Gaps in research on violence and IPV against female sex workers 
Violence against FSW has received little attention in research, policy, international 
frameworks, and programming in comparison to that dedicated to women not identified as sex 
workers.24-29 This can be traced in part to the ways in which global organizing around human 
rights gender issues and violence against women, which culminated in the 1993 UN World 
Conference on Human Rights in Vienna, has historically excluded FSW. The discourse and 
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instruments of this movement, which continue to inform policy, research, and programming, 
have typically addressed sex work only as a form of violence against women and FSW as victims 
of patriarchy.88 As Cabezas argues,  
Although the issue of violence against women has been an important one for Latina feminists for 
more than twenty years, the conceptualization of the female subject within this discourse has 
largely focused on domestic battery, a heteronormative bias that overlooks women who sell sex. 
Women who sell sex are outside the bounds of patriarchal protection, religious mores, and 
legality…being accused of prostitution seemingly renders women deserving of abuse.88(pp153, 164)  
 
Stigmatization of sex workers led to a dearth of attention to human rights violations against 
them. The bias toward violence occurring within the private, heteronormative, domestic realm 
also produced a focus on the “doings of evil men,”88(p156) and silence around the forms of State-
perpetrated and sanctioned violence that sex workers uniquely experience, such as discriminatory 
law enforcement practices targeting sex workers. 
However, primarily over the past decade, a body of public health research on violence 
against FSW emerged, which, conversely, has focused disproportionately on violence in the 
workplace environment, perpetrated mainly by clients and police. This literature has devoted 
relatively scant attention to IPV, violence experienced in the private realm. This imbalance is 
inconsistent with empirical data suggesting that IPV may be a more problem for more FSW in 
many contexts.2,15,36,110-112 The lack of attention to FSWs’ intimate partner relationships and their 
private lives reflects a narrow focus on their professional, public lives,113 which, again, arises 
from sex work stigma, as argued in the previous section (“Key terminology used in this study”).  
The disproportionate focus in public health research on workplace violence may also 
stem from negative stereotypes—an additional stigma process per Link and Phelan84—about sex 
work as inherently violent toward and exploitative of women (perpetuated by radical abolitionist 
feminism). These stereotypes may lead to assumptions that sex workers are necessarily at risk of 
abuse from their clients or others in the workplace (e.g. pimps), and/or more at risk in the 
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workplace than in their intimate partner relationships, which are normative and not similarly 
attached to meanings of inherent violence and exploitation. That all sex workers are single is 
another “myth”114(p4) (i.e. stereotype) about sex workers that may account for the lack of 
attention to violence in their intimate relationships, which Strathdee and colleagues argue “can 
denigrate, devalue, and marginalize” them.114(p4) This myth may reflect a perception of sex 
workers as not wanting or eligible for the same types of social attachments as other people, and 
thus as fundamentally other, of a “them” group. 
With regard to gaps in the literature, it is important to note that while the focus of this 
research is heterosexual, cisgender women, transgender women and cisgender men comprise 
large and understudied proportions of the global population of sex workers.73 Their experiences 
of violence, including IPV, have received even less attention. Transgender women sex workers 
face stigma in most contexts at levels surpassing that experienced by cisgender sex workers. For 
example, in addition to the discriminatory laws used against cisgender sex workers, transgender 
women must additionally contend with laws prohibiting “cross-dressing” or impersonation of 
another sex.115 Studies have shown transgender women sex workers to experience greater levels 
of violence from both police and clients, compared with cisgender male and female sex 
workers.112,116  
2.2 Intimate partner violence against women 
Before discussing IPV against FSW, I will provide in this section background on IPV 
against women not identified as FSW globally, including terminology, prevalence, 
consequences, and etiology.  
Terminology 
 The WHO defines violence as “the intentional use of physical force or power, threatened 
or actual, against oneself, another person, or against a group or community, that either results in 
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or has a high likelihood of resulting in injury, death, psychological harm, maldevelopment or 
deprivation.”117(p23) The inclusion of “power” broadens the traditional understanding of violence 
that focuses on the physical aspect of violence to include acts that stem from a power 
relationship, such as threats and intimidation, as well as acts of neglect and omission.117  
Studies in diverse settings indicate that the most common perpetrators of physical and 
sexual violence against women are their intimate partners.24,26 IPV is defined as the self-reported 
experience of one or more acts of physical, sexual, and/or psychological violence by a current or 
former partner since the age of 15 years,24,117 and considered a violation of women’s human 
rights.24 The definition of “intimate partner” varies between settings and includes formal 
partnerships, such as marriage, and informal partnerships, such as dating relationships and sexual 
relationships.24 In this dissertation, references to “IPV among” and “IPV against” women refers 
to women’s experiences of IPV perpetrated against them, also referred to as “victimization.”  
IPV takes multiple forms, including physical violence, such as kicks, slaps, punches, and 
assault with weapons and homicide; sexual violence, including sexual coercion (e.g. forced sex, 
rape); psychological violence including belittling, humiliation, intimidation; and controlling 
behaviors such as isolating a person from their family and friends, monitoring their movements, 
and restricting their access to information or assistance.29,117 
Prevalence and outcomes 
IPV is a burdensome health and social problem spanning countries, cultures, and socio-
economic groups. Worldwide, nearly a third (30.0%) of all women who have been in an intimate 
relationship have experienced physical and/or sexual violence perpetrated by their intimate 
partner (95% confidence interval ([CI] = 27.8% - 32.2%).24 At the WHO Regional level, 
prevalence is highest in the African, Eastern Mediterranean and South-East Asia Regions, where 
approximately 37% of ever-partnered women report ever having experienced physical and/or 
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sexual IPV. Latin America and the Carribean has the next highest prevalence (30%), followed by 
the European and Western Pacific Regions (25%).24 Physical IPV is nearly always accompanied 
by psychological abuse, and by sexual abuse in one-third to over one-half of cases.117 
IPV is associated with numerous adverse physical and mental health and social wellbeing 
outcomes among women,24 such as depression and social isolation,1-4 unintended pregnancy,5 
HIV infection,6-10 poorer physical function and general health,11 and injury and death.12,13,118 The 
individual and population level economic costs of IPV are also immense.119-121 An increasing 
number of studies show harmful effects of IPV on ART adherence and HIV viral 
suppression,15,16 and immunological decline rates among those not receiving treatment.122 Given 
the well-established positive effects of viral suppression—including improved quality of life, and 
reduced morbidity, mortality, and risk of onward transmission of the virus19-23—IPV represents a 
major threat to the health and wellbeing of PLHIV and to public health efforts to stem the 
epidemic.24 
Theoretical standpoints 
Scholars and advocates have applied various theoretical lenses to understanding the 
causes of IPV against women, which tend to emphasize the importance of different correlates 
and contexts.39,123 These lenses reflect a range of disciplines, including psychology (e.g. social 
learning theory, cognitive behavioral theory), criminology, economics, bio-behavior (e.g. 
neurochemical mechanisms), public health, gender studies, sociology, and intersections among 
these.124 Sociological theories—in which feminist theory, family conflict theory, and resource 
theories can be included125-127—view social structure, social position, and access to 
socioeconomic resources as important to understanding IPV.124 Feminist theory views IPV as a 
continual pattern of male violence perpetrated against female partners, resulting primarily from 
male domination and control over women within patriarchal society (e.g. Dobash and 
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Dobash128). Research applying feminist theory often focuses on “power and control in 
relationships, social norms condoning wife beating, and structural and economic forces that keep 
women trapped in abusive relationships.”129(p47) Family conflict theory rejects a focus on 
patriarchy, and places greater emphasis on the social position of families associated with factors 
such as low income and unemployment, and the resulting stresses. IPV from this standpoint may 
be perpetrated equally by men and women, depending on context, and the majority occurs 
occasionally and in context of family conflict.124,130,131 Other scholars have attempted to 
reconcile these two standpoints. For example, Johnson developed a framework encompassing 
four types of IPV, which vary in regard to gender symmetry (i.e. the extent to which it is 
perpetrated by men, women, or both), whether or not it is related to a systematic attempt at 
control of one partner by the other, and whether it constitutes resistance to a partner’s violence or 
not.132 
Although debates among adherents to these different theories continue, many researchers 
agree that the probability of IPV occurring in women’s relationships is attributable to 
combinations of and interactions between multiple factors at the macrostructural, community, 
relationship, and individual levels of the socio-ecological model; no one factor deterministically 
leads to IPV in a given relationship, and the most salient factors and their relationships to one 
another vary across contexts.24,39,68,69,133-135 
Socio-ecology and structural drivers of IPV   
A socio-ecological model of IPV is commonly used to visualize the multilevel factors 
that influence IPV risk.26,39,68,69 The model adopted by the WHO that is based on the work of 
Lori Heise and others encompasses four levels of factors influencing IPV—individual, 
relationship, community, and societal—which are defined below:26,39  
• Individual (ontogenic) factors: genetic and personality traits (e.g. predisposition toward 
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impulsivity), and childhood and adolescence experiences brought to the relationship by 
both women and their partners 
• Relationship (microsystem) factors: relationship dynamics and immediate relationship 
context, including household and influence of extended family  
• Community (mesosystem) factors: communities with which women and partners engage 
related to work, friendship, faith, and governance 
• Societal (macrosystem) factors: the socio-cultural, economic, and political systems (e.g. 
stigma, social norms, economic opportunity, policies), which embed and shape social 
relations and behavior at lower levels of the model.  
I additionally draw on socio-ecological models developed by scholars in sex work and 
HIV research in defining socio-ecological levels and identifying useful concepts and terms for 
this study. Models developed by Shannon et al.45 and the STRIVE Research Consortium43,136 
include levels equivalent to those bulleted above, but use distinct terminology and highlight 
population-specific experiences. They use the term “macrostructural” or similar instead of 
“societal” to refer to the model’s highest level,43,45,68,136 which I will also do in the remainder of 
this dissertation. Shannon and colleagues and STRIVE additionally use the concepts “structural 
factors” or “structural drivers,” which are defined as contextual factors external to the individual 
that influence risk of adverse individual and population HIV outcomes.43-45,136 Structural factors 
act at the macrostructural and community levels, but can manifest and have influence at 
relationship and individual levels (e.g. societal level gender inequities can create gender-based, 
unequal power dynamics within couples).43-45 Shannon and colleagues’ model specifies key sub-
domains of the community level in the socio-ecology of HIV risk among FSW: “sex work 
organization” (e.g. sex worker collectivization and community empowerment) and “work 
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environment” (e.g. sex work venue policies, violence, neighborhood policing).44,45 While the 
literature linking those domains to HIV risk is much greater than that linking them to IPV among 
FSW, existing studies indicate that they are highly relevant to IPV risk as well, as will be 
discussed in Section 2.3.  
Finally, in line with STRIVE, Shannon, and other theorists, I conceptualize factors at all 
levels as interplaying with one another in a multi-directional, co-constitutive fashion.43-45,137,138 
Examples include when structural factors, such as cultural norms, influence individuals’ 
behaviors, which, in turn, reinforce and reproduce norms, and when community mobilization of 
FSW leads to changes in policy or stigma, which, in turn, enable FSW community 
collectivization and improved individual violence outcomes.59,90,92,98,139,140  
Correlates of IPV 
In this section, I provide a brief overview of global research on factors associated with 
IPV victimization of women not identified as FSW, focused on multi-country studies and 
systematic reviews. Evidence from studies in the Dominican Republic is reviewed in Section 2.5, 
IPV in the Dominican Republic. 
Individual and relationship factors consistently positively related to IPV victimization 
risk among women in LMIC include alcohol abuse by either or both partners (problematic 
drinking by men is typically associated with higher IPV ORs than problematic drinking by 
women), women’s young age, women’s attitudes supportive of wife beating, either or both 
partners’ exposure to violence in childhood, cohabitation, and male partners having outside 
sexual partners.141,142 Being formally married is associated with diminished IPV risk.141 In 
studies in HIC, risk factors include drug use; financial, work, and acculturation-related stress; 
low social support; victim violence perpetration; victim depression and fear of future abuse;134 
separated relationship status, low relationship satisfaction, and high relationship discord or 
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conflict all increased risk of women’s IPV victimization.133 Recent IPV victimization was 
bidirectionally related to depressive symptoms and drug use in a meta-analysis of global cohort 
studies.143 
Community and macrostructural factors associated with increased IPV risk among 
women in LMIC include high levels of IPV in social networks and communities, community 
norms supporting violence, and higher district murder rates.144 Indicators of gender equality are 
protective against IPV against women in LMIC, including women’s literacy, women’s 
participation in savings/credit groups, women’s autonomy, and female literacy measured at the 
neighborhood, village, and community levels.144 Based on her review of research from LMIC on 
economic empowerment measured in various forms such as income, education level, and 
economic assets, Heise finds that empowerment is protective against IPV victimization of 
women in some places but not all, and economic inequality within relationships is a more 
important predictor than absolute economic status or empowerment of either partner.68 In a ten 
country study, women’s high socio-economic status and secondary education were consistently 
negatively associated with IPV risk.141 Current IPV is less prevalent among women in LMIC 
with a high proportion of women in the formal work force, but working for cash increases a 
woman’s risk in countries where few women work. Additionally, a girl’s education is more 
strongly negatively associated with risk of partner violence in countries where wife abuse is 
normative than where it is not.145  
In the U.S., higher levels of perceived violence, stronger norms of non-intervention, 
exposure to violence, worry about violence at community levels, low collective efficacy (i.e. 
levels of social cohesion and informal social control), high unemployment, low average income, 
higher proportion of female-headed households, and low education levels measured at 
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community levels are consistently associated with increased risk of IPV among women.144,146     
2.3 Violence against female sex workers 
Prevalence and correlates 
A systematic review of violence experiences among FSW globally by Deering and 
colleagues (2014) found a lifetime prevalence of sexual and/or physical violent victimization by  
intimate or other nonpaying partners (i.e. non-clients, including formal and informal intimate 
partners) ranging from 4% to 73%, and of sexual and/or physical workplace violence (i.e. 
perpetrated by clients, police, managers, pimps, madams, or other third parties) ranging from 
45% to 75%. In studies in diverse contexts such as China, the U.S., India, Pakistan, Jamaica and 
the Dominican Republic, the proportion of women reporting IPV is greater than the proportion of 
women reporting violence perpetrated by clients.2,15,36,37,110-112 This difference may be 
attributable to differences in characteristics of these relationships, differences in exposure to 
opportunities to be victimized by these partner types, and/or differences in study designs (e.g. 
inclusion criteria) and definitions.  
Below, I review peer reviewed, quantitative and qualitative studies of factors related to 
prior and current physical, sexual, verbal, and psychological IPV against FSW in global settings 
outside of the Dominican Republic, which I used in conceptualizing mechanisms through which 
stigma and IPV may be related, and in selecting control variables for statistical analyses. This 
review includes quantitative studies of correlates of IPV in which the IPV variable: (1) 
specifically identifies the perpetrator as an intimate partner, (2) does not specify the perpetrator 
type (e.g. “ever experienced sexual or physical violence”), or (3) is inclusive of intimate partners 
and other perpetrator types (e.g. “physical abuse by someone (excluding clients) in the last six 
months”32). Studies in categories (2) and (3) were included because these may capture violence 
perpetrated by intimate partners, even if not exclusively; however, it is not possible to verify that 
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significant relationships identified in these studies hold for experiences of violence specifically 
perpetrated by intimate partners. I report the specific IPV variable, including perpetrator and 
timeframe, used in each study reviewed when this information is available to enable readers to 
consider such findings with awareness of this potential limitation to their relevance to IPV. All 
quantitative findings are from multivariable analyses that controlled for potential confounding 
variables and cross-sectional study designs unless otherwise noted. Relationships deemed 
statistically significant had p-values of .05 or lower unless otherwise specified. Similar to 
presentation of quantitative findings, I review qualitative studies where the perpetrator of 
violence is specified as an intimate partner or unspecified. Qualitative findings identify and 
describe factors related to IPV against FSW, processes linking these phenomena, and their 
contexts.  
The literature identifies factors associated with IPV against FSW at multiple levels of the 
socio-ecological model of IPV: individual (physical and mental health; substance use; sexual 
behavior; history of abuse), relationship (power dynamics; affective dynamics), community 
(social support), and macrostructural (economic conditions, constraints, and mobility; sex work 
and HIV stigma). I review findings in that order. I devote extended attention to findings on the 
relationship between stigma and IPV as it is the relationship of focus in this study. In doing so, I 
draw upon findings from studies on other factors reviewed (e.g. substance use, power dynamics, 
etc.) to articulate pathways through which associations between experiences of stigma and IPV 
may operate.  
This section includes discussion of studies describing FSWs’ experiences of verbal, 
physical, and sexual violence and controlling behaviors perpetrated by intimate partners that 
could be classified as both IPV and enacted sex work and/or HIV stigma. These are not included 
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as independent variables in my statistical models given the overlap and my focus on how stigma 
experienced outside the context of the intimate partner relationship—enacted stigma perpetrated 
by others, and anticipated and internalized stigma experienced internally by FSW living with 
HIV—influences risk of violence within the relationship. 
Individual level factors 
Mental and physical health 
Studies of FSW in multiple settings find IPV to be associated with negative outcomes 
related to mental health, psychosocial wellbeing, and sexual and reproductive health. In China 
and in two cities at the Mexico/U.S. border, IPV was associated with depression among 
FSW.2,3,147 Correlates in studies in China also include loneliness and suicidal behavior.2,148 
Among FSW living with or affected by HIV participating in a prospective cohort study in 
Canada, FSW who experienced physical and/or sexual violence had increased odds of moderate-
to-severe food insecurity.17 With regard to sexual and reproductive health, many studies of 
violence against FSW focus on its relationship to HIV transmission and HIV prevention efforts. 
FSW in Cameroon and Côte d’Ivoire who had ever experienced physical or sexual violence had 
a greater odds of being HIV-positive than those who had not.10,149 In India, FSW who reported 
recent sexual and/or physical violence from their husbands (last six months) were more likely to 
report STI symptoms.150 
Substance use 
Multiple studies have found positive relationships between substance use and risk of IPV 
among FSW. Various measures of alcohol use and abuse are positively associated with 
experiencing violence, including ever being intoxicated,2 frequency of use,35,151 being a binge 
drinker,152 and harmful and hazardous drinking in one longitudinal study in Kenya.153 Hong and 
colleagues2 assessed emotional, physical, and/or sexual violence by an intimate partner in the last 
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12 months, while Chersich152,153 used a measure of physical and/or sexual violence in the last 12 
month by any perpetrator, 35 used a measure of physical violence from an intimate partner in the 
past year, and Mountain151 used a lifetime measure of physical and/or sexual violence. Authors 
theorize that the association between alcohol use and IPV is due to alcohol’s impairing effects on 
FSWs’ ability to detect the potential for violence, escape from violent situations, and/or avoid 
risky situations when intoxicated, although this interpretation is based mainly on studies focus of 
client-perpetrated and other workplace violence.35,154 Another explanation, demonstrated in 
qualitative studies in India, is that in context of highly patriarchal gender norms, intimate 
partners discipline their FSW partners with physical violence for using alcohol because it 
constitutes a failure to conform to these norms.155  
Quantitative studies indicate that FSWs’ sexual partners’ drinking is also associated with 
increased risk of IPV against FSW. Among FSW in China, those whose intimate partner drank 
were more likely to report experiencing physical, sexual, and/or emotional abuse from an 
intimate partner.156 Two studies in India found that alcohol use by FSWs’ intimate partner at the 
time of sex was positively related to IPV (physical abuse by their primary intimate partner in the 
last year in one study and severe physical and/or sexual violence from an intimate partner in the 
last six months in the other).35,157 Another in India similarly found the odds of experiencing 
sexual violence from anyone in the past three months to be greater among FSW who reported 
having two or more sex partners with a strong tendency to drink alcohol before sexual activity as 
compared to FSW who reported having no such partners.158 Qualitative studies with FSW in 
India and Kenya also suggest that alcohol consumption by FSWs’ intimate partners leads to their 
perpetration of IPV.110,155,159 
With respect to drug use, research has found daily prescription opioid use—which the 
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authors interpret as a marker of substance dependency—to increase the odds of recent physical 
and/or sexual IPV in the last six months among FSW in Canada.27 A measure of inability to 
access drug treatment in a population of women with high levels of drug dependency was also 
associated with physical IPV in this context.32 These relationships may be explained by 
mechanisms similar to those of alcohol use/IPV relationships, e.g. FSWs’ reduced capacity to 
detect and escape violent situations when using drugs. Alternatively, these drug use indicators 
may mark situations of mutual drug dependency of intimate partners in which risk of conflict and 
abuse is elevated.160-163 Qualitative research from Vancouver illustrates how intimate 
relationships of women living with drug dependency and extreme poverty offer them shelter, 
food, intimacy, and drugs.160 Male partners, also drug dependent, take advantage of their needs 
to pressure them in to doing sex work, the male partners playing the role of pimp, to generate 
money for drugs.160 Male partners’ dependency on the women’s income generation, together 
with their position of authority over her work and gendered power dynamics, leads to abusive 
behavior, including controlling their movement, business transactions, income, and access to 
condoms and drugs, and physical and sexual abuse.155,160,164,165 
Sexual behavior 
Several studies show characteristics of FSWs’ sexual behavior to be correlated with IPV. 
For example, in a cohort study in Mombasa, Luchters et al.41 identified a positive relationship 
between reported number of sexual partners and experience of violence from any partner in the 
last 12 months. A number of studies examine the relationship between IPV and condom use in 
FSWs’ sexual relationships. A prospective cohort study of FSW living with HIV in Mombasa, 
Kenya found that recent physical, sexual, or emotional violence by the current or most recent 
emotional partner was associated with significantly higher risk of unprotected sex. In a study in 
Canada, moderate or severe physical IPV in the last six months was associated with inconsistent 
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condom use with intimate partners in the last six months,166 a finding consistent with results from 
a dyadic analysis that found IPV perpetration and victimization to be associated with unprotected 
sex within abusive intimate partner relationships among FSW at the Mexico/U.S. border.42 A 
study in Cameroon found lifetime physical or sexual violence to be associated with difficulty in 
condom negotiation with intimate partners and experiencing condom failure (slipping or 
breaking).149 Female sex workers in India who reported sexual and/or physical violence from 
their husbands in the last six months and those in Cameroon who reported lifetime physical or 
sexual violence have also been found to be more likely to report inconsistent condom use within 
their client relationships.149,167,168 Physical or sexual violence in the last six months from any 
partner was also associated with unprotected sex with last client among FSW in Mozambique.33 
In Argentina, having experienced sexual abuse was positively related to inconsistent condom use 
with both intimate partners and clients.169  
There are several explanations for findings of an inverse relationship between IPV and 
condom use with intimate partners or clients. Experiences of IPV may reduce FSWs’ perceived 
power to negotiate sexual relations and condom use with sexual partners,150 or increase their fear 
of violent reprisals. Abuse from intimate partners may also create economic insecurity (e.g. by 
undermining income generation activities119); this, in turn, may increase their need for income 
generation through sex work to levels that compromise their ability to be selective with clients 
and reject potentially violent ones.150  Findings that FSW who reported sexual and/or physical 
violence from their husbands (last six months) were more likely to report accepting more money 
for unprotected sex trades150 (i.e. tolerate higher levels of risk of harm) may support this latter 
explanation. It is also possible that condom use spurs IPV rather than the reverse: a qualitative 
study of FSW indicates that condom initiation by female partners can lead to their IPV 
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victimization in contexts of shifting gender relations and increasing empowerment of FSW, in 
which male partners feel their power relative to women to be threatened and perceive condom 
initiation as a manifestation of this threat, leading to their perpetration of violence.170 Finally, 
male intimate partners and clients who tend to act violently may also be less likely to suggest or 
accept condom use than those who are nonviolent.  
Findings from a dyadic study of FSW who use drugs and their male partners in cities at 
the Mexico/U.S. border indicate that the male partner having concurrent partners is also 
associated with their female partners’ odds of experiencing emotional, physical, and sexual 
violence from a current intimate partner in the past six months.40 Male partners who perpetrate 
IPV may be more likely than other men to also have concurrent partners, due to norms of 
masculinity that encourage demonstration of sexual prowess and power over women through 
both behaviors (e.g. Heise and McGrory171). Alternatively, concurrent relationships may lead to 
women’s jealousy, which leads to couple conflict, that in turn heightens risk of IPV. Ulibarri172 
observed that among women in this study population, threats to their intimate relationships and 
jealousy were particularly strong drivers of conflict escalation behaviors. She linked this to 
women’s context of drug use and sex work stigma, social isolation, and poverty, which rendered 
their intimate partner relationships highly important sites of refuge, love, respect, and emotional 
and material support,163,173 and the stakes of maintaining them high. This exacerbated their 
reactions to perceived threats to relationships, such as concurrent sexual relationships, which 
increased potential for conflict and violence perpetration by both male and female 
partners.161,163,172-174 Studies also show that male partner sexual jealousy upon discovery of the 
woman’s involvement in FSW and suspicions of infidelity lead to IPV.96,164 
History of abuse 
Studies show that having a history of past abuse is associated with increased risk of IPV 
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against FSW. Cross-sectional and longitudinal studies find an association between reporting 
childhood abuse and recent IPV,27,40 and between forced sexual debut and recent IPV.175 When 
women enter sex work in conditions of coercion and abuse, they may experience an increased 
risk of experiencing IPV in the short and/or long term: having entered sex work via trafficking is 
associated with recent violence from any perpetrator,176,177 having been forced into sex work is 
associated with experiencing sexual violence from any partner in the first month of sex work,178 
and having been coerced or deceived into sex with their first ten clients is associated with 
lifetime sexual violence.151 Research primarily with women not identified as FSW in HIC 
indicates that these findings may reflect trauma and other effects of abuse that can lead to 
increased risk of subsequent violence, i.e. revicimtization.179 As scholars of violence against 
FSW note, experiences of violence in childhood can normalize the experience of abuse, 
increasing the likelihood of revictimization in adulthood.28,36 Traumatic violence experiences at 
any point in the lifecourse can lead to post-traumatic stress disorder, which can hamper victims’ 
ability to detect and avoid violent incidents, and thus increase risk of future IPV.180,181 
Relationship level factors 
Power dynamics 
The majority of quantitative studies examining FSWs’ intimate partner relationships 
focus on sexual relationship power dynamics, frequently using the “relationship control” sub-
scale of the Sexual Relationship Power Scale developed by Pulerwitz and colleagues,35,40-42,182,183 
or a single item from this measure (“most of the time, we do what my partners wants to do”175). 
All studies except one35 suggest that FSWs’ sexual relationship power is protective against IPV. 
For example, in a cohort of FSW in Mombasa, Kenya, low relationship power was associated 
with reporting sexual IPV in the last 12 months.41 A dyadic analysis of victimization and 
perpetration of IPV in the past year among FSW and their male steady partners in cities at the 
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Mexico/U.S. border, which examined female and male partners’ relationship power, found that 
FSWs' sexual relationship power was negatively associated with IPV victimization among 
female partners, and male partners’ sexual relationship power was positively associated with IPV 
victimization among female partners.42 These findings may be interpreted in light of feminist 
theories that view IPV as a form of male assertion of dominance over female partners in context 
of a patriarchal society.128 When male partners possess greater power, they may demonstrate this 
through violence, or use violence to achieve power.  
Men may also use violence to maintain power when they perceive it as threatened due to 
disruptions in the gender hierarchy within the relationship or in the community, a phenomenon 
known as “male backlash.”184 Disruptions can be caused by factors such as female partners’ 
involvement in political activities seeking to change gender power relations.170 The contrasting 
findings of Heylen et al.35 that FSW with more decision-making power in their primary intimate 
partner relationship had increased odds of physical abuse by that partner in the last year may 
reflect such backlash. Women who assume dominating roles in decision-making may also more 
readily engage in disagreements and conflict with male partners, which may lead to increased 
risk of IPV, particularly in contexts where male violence against women is acceptable. 
Women’s provision of financial support to their intimate partners was associated with 
increased risk of physical and/or sexual IPV in the last six months in a study in Vancouver with 
women reporting high levels of drug use.27 In this study population, the finding may mark 
relationship dynamics in which the woman’s sex work supports a mutual drug dependency and 
gendered power dynamics and violence that can arise from this situation, as discussed in the 
“Substance use” section above. A positive association between FSWs supporting their intimate 
partners financially and recent IPV has also been found among non-drug using FSW in India, 
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which the authors attribute to the disruption in traditional gender norms that this financial 
arrangement entails coupled with male partners’ stigmatizing attitudes toward the source of the 
financial support.157  
Affective dynamics 
 Studies of FSW who have intimate partners that act as their pimp illustrate how power 
dynamics intersect with affective dynamics to produce IPV risk. Male partners have typically 
transitioned from intimate partner to pimp, from client to intimate partner to pimp, or from client 
to pimp.155,160,164,165 Female sex workers have reported cases where the man—as her intimate 
partner—becomes jealous and violent when she sees clients, which he himself—as her pimp—
has sent her.164 In a study in India, men who were both intimate partners and pimps of survival 
sex workers expressed a sense of entitlement— as their employer— to punish the FSW with 
violence when they did not perform their work satisfactorily, e.g. if they refused to have sex with 
clients the partners/pimps found.155 This sense of entitlement was bolstered by a patriarchal 
perception that she, as his intimate partner, was “his.”155,165,185  
 Regarding positive relationship affective dynamics, one study with FSW in India found 
that believing that their intimate partner was unlikely to leave them and receiving social support 
from intimate partners were both protective against severe physical and/or sexual IPV in the past 
six months.157  
Community level factor 
Social support 
 Studies suggest salubrious effects of social support on IPV risk. Among FSW in Chennai, 
India, the number of social network members, including friends and family), with whom FSW 
spoke about violence in the family (IPV and/or child abuse) in the past three months was 
negatively associated with the odds of experiencing forced sex with one or more regular, casual, 
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or commercial partner(s) in the last three months.158 The authors interpret this finding as 
evidence of the protective role of access to social support in women’s vulnerability to IPV. They 
argue that receiving social support through talking about violence may bolster women’s self-
esteem, and provide practical assistance to help them deal with experiences of violence and find 
strategies to avoid violent clients.158 Having a greater number of network members who provide 
this support, and therefore access to a greater level of support, may thus reduce their odds of 
experiencing forced sex. 
 Also indicating an inverse relationship between social support and IPV, the absence of 
social support was positively associated with IPV in a study among street-based, migrant FSW in 
China: FSW who reported having one or fewer social network members who they can go to as a 
source of financial support in crisis situations had a 2.5-fold greater odds of experiencing 
violence inflicted by a husband or boyfriend in the past six months compared to those reporting a 
greater number of sources of financial support (above and beyond other measures of their 
economic resources).34 In this study, not reporting FSW peers as a source of financial and/or 
emotional support crisis situations were the factors most strongly related to reporting IPV.34 
Hail-Jares and colleagues34 argue that this finding signifies the particular importance of peer 
social ties and peer social support for FSW, migrants, and other members of marginalized social 
groups in contending with IPV and other stressful conditions. As described by FSW, MSM, and 
transgender women participating in a qualitative study in multiple Latin American and Caribbean 
countries,186 peers may be able to uniquely identify with and provide support for experiences of 
violence and stigma, and do so when family members will not or cannot. 
Macrostructural level factors 
Economic conditions, constraints, and mobility 
Studies among FSW that shed light on relationships between access to essential 
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resources, such as money and housing, and risk of IPV typically indicate a negative relationship. 
Power over resources— that is, possession of a bank account, voter identification, and ration 
identification card—was protective against experiencing violence in the past six months among 
FSW in India.187 Among young FSW in Kenya, regular income was negatively associated with 
lifetime physical violence.151 
Female sex workers reporting being currently in debt in India had a greater odds of 
experiencing physical violence from anyone in the past six months compared to those not 
currently in debt.188 Notably, in this study, FSWs with debt were also more likely to report 
currently having a husband or other male partner.188 This may suggest that debt pressures FSW 
into finding or maintaining intimate partner relationships, and into overlooking current abuse or 
signs of potential abuse from these partners. However, the study’s violence outcome does not 
allow attribution of reported violence to intimate partners. Alternatively, being in an intimate 
relationship may bring them debt via male partners’ debt, which could increase their economic 
need and, in turn, the pressure to tolerate violence from intimate partners and/or clients. With 
regard to housing, Reed and colleagues31 found residential instability (five or more evictions in 
the past five years) to be associated with sexual and/or physical violence from anyone in the last 
six months among FSW in India. Shannon et al.49 also identified significant, positive 
relationships between homelessness and physical violence and rape from anyone excluding 
clients in the last six months among street based FSW in Canada.  
Mobility prompted by scarcity in income generation opportunities may also exacerbate 
risk of IPV for FSW. In India, having worked in three or more villages or towns in the past year 
was associated with increased risk of sexual and/or physical violence from anyone in the last six 
months among FSW.189 Other measures of mobility in this context, including having moved four 
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or more times in the past year and staying in previous two places for one month or less, are also 
associated with greater odds of experiencing either physical or sexual violence from anyone in 
the last six months.30 Explaining the harmful relationship they found between FSWs’ mobility 
and their primary study outcome, condom use, Saggurti et al.30 speculate that mobility reduces 
FSWs’ power to negotiate with sexual partners about condom use by locating them in new 
environments where they have no or reduced access to social support and services and high 
economic need. Such deleterious effects of mobility on access to social and economic resources, 
and in turn, power dynamics with partners, may also help to explain the association between 
mobility and increased risk of IPV. This hypothesis is supported by the numerous studies 
detecting an inverse relationship between FSWs’ relationship power and IPV risk, discussed 
above, e.g. Ulibarri et al.42. 
Studies with FSW reporting hard drug use and their male intimate partners in 
Mexico/U.S. border cities illustrate how couples’ experiences of economic strain, in combination 
with stigma and gender norms, can negatively impact relationship dynamics and lead to conflict 
and IPV.172,190-192 This population experiences social and economic exclusion that leads to 
female partners’ sex work, and constrains male partners’ ability to support their partners 
financially and eliminate their need to do sex work. This impedes male partners’ ability to adhere 
traditional norms of masculinity and male authority, which, in turn, leads their feelings of 
inadequacy, emasculation, anger, and sadness, particularly when female partners make more 
money than they.161,162 These negative feelings, which can be amplified by sex work stigma and 
jealousy about their female partners’ sexual relationships with others,113,161 can lead to couple 
tension, conflict, and IPV.161,162,193,194 
Sex work stigma and HIV stigma  
A growing body of research suggests a complex relationship between stigma and risk of 
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IPV among FSW. Most of this work focuses on sex work stigma, with few studies examining 
HIV stigma, reflecting the paucity of literature on FSW living with HIV and their intimate 
partner relationships. Below I present research findings describing FSWs’ experiences of 
enacted, anticipated, and internalized HIV and sex work stigma (refer to Section 3.1 for 
definitions of these terms). For each of these, I posit pathways through which they may be 
related to IPV vulnerability, drawing on findings on other factors related to IPV reviewed above.  
Enacted stigma and IPV 
Female sex workers in studies in settings including eastern Africa, the Mexico/U.S. 
border, and urban Canada describe experiencing enacted sex work and HIV stigma because they 
are known to be FSW and/or living with HIV, in the forms of community gossip and verbal 
abuse, and exclusion from community social life and institutions, such as parties, traditional 
ceremonies, initiatives to help orphans, and churches.47,160,195 196 Female sex workers living with 
HIV report losing friendships upon disclosure of one or both of their stigmatized statuses.62 As 
suggested by studies on social networks and support previously discussed, social isolation and 
reduced social support resulting from such experiences of stigma may increase risk of IPV 
against FSW.2,34  
Enacted sex work and HIV stigma from health providers is also widely reported in forms 
such as denial of care and treatment for injuries from physical or sexual assault and other health 
issues, violation of confidentiality and public humiliation, superfluous STI testing, sexual 
harassment, blaming FSW for their health problems, hostility, and disrespect.62,197-199 
Experiences of stigma from providers may lead to reduced access to support available through 
health services186—such as counseling and linkages to services for women experiencing IPV— 
that can help women leave violent relationships and otherwise reduce exposure to IPV.53,200  
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Studies in many contexts reveal high levels of enacted sex work stigma against FSW in 
the form of law enforcement discrimination, mainly police-perpetrated. Evidence of abuse by 
law enforcement comes disproportionately, but not exclusively, from contexts where sex work 
stigma is institutionalized in the criminalized status of sex work, and where enforcement policing 
strategies are used (e.g. police “crackdowns” on areas where sex workers work). Examples of 
law enforcement discrimination include policemen’s excessive use of physical force; coerced sex 
and extortion; arbitrary arrest, detainment, and fines; gang rape; blackmail; verbal and 
psychological abuse (e.g. calling them “sluts” and “whores”), espousing the view that FSW 
cannot be raped; and denying protection to FSW.47,52,97,111,160,201-206 In Serbia, police physically 
and verbally assaulted FSW, and revealed them as sex workers to their intimate partners and 
others as forms of discipline and punishment for the moral transgressions of their work; one 
FSW described police as beating them to stop them from doing sex work, while saying, “why 
don’t you find another job?”207 FSW living with HIV report being denied ART when detained or 
incarcerated.208  
A few studies have tested associations between law enforcement discrimination and 
violent victimization among FSW. In a longitudinal study, Shannon et al.32 found that physical 
assault by police and/or having been forced to provide sexual favors to police prior to baseline 
were associated with increased odds of reporting rape by someone other than a client in the last 
six months during study follow up visits. In Côte d’Ivoire, lifetime experiences of police refusal 
to provide protection to FSW because of selling sex, harassment or intimidation of FSW by the 
police because of selling sex, being arrested, and having been to prison were all associated with 
increased odds of ever experiencing physical and/or sexual violence.10 In Cameroon, reporting 
lifetime physical or sexual violence was associated with reporting feeling that the police do not 
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protect them, arrest and imprisonment, and having been blackmailed.149 Erickson et al.175 report 
marginally significant (p=0.097) positive associations between recent police arrest or 
incarceration and odds of moderate/severe physical IPV (having been slapped, pushed or shoved, 
kicked, beaten up, choked or burnt, threatened with a weapon) or sexual IPV (having been 
physically forced to have sex against will, had sex out of fear, forced into degrading or 
humiliating sexual acts) within the last six months among FSW in post-conflict Uganda.  
Interpretation of these quantitative studies’ findings in terms of the etiology of IPV is 
difficult, since in all cases but Erickson47 the outcome measures used do not specify violence 
perpetrator. Furthermore, in all of the studies aside from the longitudinal study from Shannon et 
al.,46 it is not possible to establish temporal ordering of stigma independent variables and IPV 
dependent variables. However, qualitative research helps to identify potential mechanisms 
through which enacted stigma from police may be related to experiencing IPV. Police abuse can 
lead to fear and distrust of police among FSW, which can hamper them from accessing police 
and judicial support to avoid ongoing or future violence.32,47,113,186,207 In multiple countries in 
eastern Africa, FSW experienced police abuse when reporting experiences of violence to police, 
such as being forced to recount experiences of sexual trauma in unnecessary detail and blamed 
for the violence because they are sex workers—such experiences lead some to resolve to never 
again seek police protection.47 Furthermore, extortion by police and fines can impose economic 
burdens, which may in turn increase the risk of IPV,186,209 as indicated by the studies showing 
negative relationships between economic resources and IPV discussed above. 
Violence from clients in forms such as verbal abuse using slurs for sex workers96,210 and 
physical and sexual abuse often express views of sex workers as degraded, deviant, and 
deserving,47,96,164,210-212 and can be understood as a form of enacted sex work stigma. In a study 
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of male clients in India, for example, men expressed views of FSW as permanently 
“soiled,213(p12) “machines,”185(p552) that existed to satisfy desires of men, invulnerable to physical 
pain, and ineligible for love or long-term relationships like normal, honorable women. These 
views gave the men a sense of entitlement and justification to physically abuse FSW to correct 
deviant or uncooperative behavior.155 Javalkar et al.157 found that FSW in Karnataka who 
experienced physical and/or sexual violence from a client in the past six months had over twice 
the odds of recent IPV compared to those who had not experienced client violence. Sexual 
violence from clients such as the number of men who came for sex exceeding the number 
discussed with client beforehand, which may indicate gang rape, was also associated with 
increased odds of ever experiencing physical and sexual violence among FSW in Côte d’Ivoire.10 
Erickson et al.175 found that recent client violence was associated with moderate/severe physical 
IPV in the last six months among FSW in Northern Uganda. Qualitative work suggests that in 
contexts where FSW experience a constant threat of client- and/or police-perpetrated violence, 
the lack of security may alter intimate partner relationship power dynamics in ways that increase 
potential for IPV: FSW may seek security and protection from their intimate partners,113 who 
take advantage of this state of insecurity and fear to abuse them.170  
 Female sex workers also describe experiences of verbal, physical, and sexual violence 
and controlling behaviors perpetrated by intimate partners that can be classified both as IPV and 
enacted sex work and/or HIV stigma. Some intimate partners shame and insult them about their 
involvement in sex work194,212 and HIV status.159 For instance, an FSW living with HIV in a 
study in Kenya recounted her intimate partner calling her “person coffin” to insult her, 
constructing her as already dead and linking HIV to the meaning of certain death.159 During 
couple conflict, FSWs’ intimate partners may draw on sex work stigma, such as the blaming 
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discourse, which holds that FSW are to blame if they are raped and/or that they cannot be 
raped.113 Female sex workers in multiple countries describe how their intimate partners use their 
status as sex workers to coerce or manipulate them to have sex.47,159,212 Studies also illustrate 
how intimate partners exploit the sex work stigma FSW face outside the relationship, utilizing it 
to blackmail them to prevent them from leaving the relationship.47,62 
Anticipated stigma and IPV 
Female sex workers experience fear and anxiety about community members, friends, 
family, and colleagues learning of their HIV and/or sex worker status. This can lead to avoidance 
of disclosure, feelings of detachment from social ties from whom they feel they must hide a part 
of themselves, and social isolation.47,62,197,205,210,214 Social isolation and reduced social support 
resulting may, in turn, increase risk of IPV against FSW, as discussed above.2,34 Anticipated 
stigma from social network members can also influence relationship affective dynamics in ways 
that increase conflict and potential for IPV. For example, in one of the studies with FSW 
reporting hard drug use and their male intimate partners in Mexico/U.S. border cities previously 
cited,172,190-192 a participant’s fear of stigma from her partner’s family heightened her insecurity 
about the relationship and jealousy about his time spent with them, which led to relationship 
tension and conflict.161 
Anticipated stigma from health providers related to both HIV and sex work is a 
prominent barrier to receiving health services among FSW.62,198 Findings of associations 
between reporting lifetime physical or sexual violence and fearing health services and avoiding 
seeking health services among FSW in Cameroon and Côte d’Ivoire could indicate that 
anticipated stigma from health providers increases IPV risk.10,149 Similar to the impact of enacted 
stigma from health service providers discussed above, reduced access health services due to 
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anticipated stigma may diminish access to support for victims of IPV, such as linkages to 
counseling and other specialized services that can support women in coping with and leaving 
violent relationships.53,200  
Internalized stigma and IPV 
Female sex workers’ experiences of internalized HIV and sex work stigma can involve 
perceiving of themselves as disgraced, filthy, and/or guilty of wrongdoing due to sex work, and 
as abnormal and/or condemned to imminent death due to their HIV status.196,210,212,214 Female sex 
workers and other women living with HIV in Canada experienced internalized sex work stigma 
when they viewed themselves as blameworthy for violence perpetrated against them because 
they are sex workers, and internalized HIV stigma when they viewed themselves as undesirable 
to potential intimate partners due to their HIV status;62 both of these forms of internalized stigma 
can dissuade women from leaving abusive relationships62 and may thus increase their exposure 
to IPV. Internalized HIV and sex work stigma may also be linked to IPV via self-isolation,210 and 
negative psychological effects such as depression, which studies show to be related to 
experiencing IPV.2,3,147  
To assess the potential relationships between stigma and IPV against FSW indicated by 
the above studies, more quantitative research that allows establishment of temporal ordering of 
stigma and IPV and that uses violence outcomes that specify the perpetrator as an intimate 
partner is needed. Additional quantitative and qualitative research is also needed to increase 
knowledge of pathways through which stigma relates to IPV. 
Public health interventions addressing IPV against female sex workers 
To date, there is only one rigorously evaluated intervention in which IPV against FSW is 
the primary outcome of interest: Samvedana Plus, implemented by Karnataka Health Promotion 
Trust and evaluated among 800 female sex workers and their intimate partners in northern India. 
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It aimed to reduce violence and increase condom use in the intimate partnerships of FSW. 
Components included working with couples, FSW, male partners, and communities to change 
IPV-enabling norms, promoting healthy relationships, increasing awareness of IPV, rights, and 
services, and building capacity of community based organizations to respond to IPV.215 A cluster 
randomized trial showed no significant effects of the intervention on IPV.216   
Interventions to reduce violence perpetrated by clients and police against FSW have been 
conducted as part of community empowerment interventions for HIV prevention and  
demonstrated effectiveness.59,187,217,218 Examples of violence interventions implemented by the 
Avahan India AIDS Initiative include advocacy with police and government officials, police 
training and sensitization, legal literacy/empowerment workshops for FSW provided by human 
rights lawyers, education of journalists on sex workers to address perpetuation of sex work and 
HIV stigma in the media, facilitation of sex worker collectivization and social cohesion through 
drop-in centers, peer outreach, and skills building activities, and establishment of 24-hour crisis 
management teams to respond to incidents of violence.59,139,140,218,219 Beattie et al.217 reported 
significant reductions between baseline and endline surveys in the proportions of FSWs reporting 
physical or sexual violence from anyone in the past year, which may encompass IPV. Being a 
member of an FSW peer collective was significantly negatively associated with reporting 
violence in Karnataka, which qualitative analysis attributed to collective members’ increased 
confidence in confronting situations of violence in the workplace due to their ability to call upon 
other sex workers in the area for support. Peer collective membership also helped FSW avoid 
violent clients because members shared information regarding bad clients.220 It is plausible that 
such peer support may also help FSW to develop strategies to mitigate violence from intimate 
partners, given research findings suggesting positive effects of peer social support on IPV risk.34  
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However, effects of community empowerment interventions on FSWs’ risk of IPV are 
complex and studies suggest the potential for negative unintended consequences. In context of 
Avahan implementation in Mysore, India, which led to increased public involvement of FSW in 
community activities and reduced police violence, reports of IPV increased.158 Argento et al.170 
posit that although this increase may be in part due to women’s increased sense of empowerment 
to report abuse associated with the intervention (as has been found elsewhere106), it may stem 
from intimate partners’ violent backlash against shifting gender power relations in the 
community associated with the program.  
 Evaluations of a limited number of HIV interventions focused on individual behavioral 
change and knowledge among FSW have also provided evidence of significant effects on their 
vulnerability to IPV. Wechsberg et al.221 and colleagues compared the effects of two HIV 
prevention interventions targeting drug and alcohol use, condom use, and violence from clients 
and intimate partners, implemented in Pretoria, South Africa. The “Standard Intervention” 
consisted of individual educational and informational skill-building sessions regarding reducing 
drug- and sex-related HIV risks and referral resources. The “Woman-Focused Intervention” 
included the components of the Standard Intervention plus a personalized assessment of each 
woman’s drug and sexual risks that informed individual goal setting activities around condom 
use, violence prevention strategies (e.g. with respect to alcohol use), communication techniques 
in difficult situations, ways to exit a dangerous situations, and discussion of patriarchal gender 
norms and attitudes.222 Reductions in the proportion of FSW reporting experiencing physical 
and/or sexual IPV from a primary intimate partner occurred between baseline and six month 
follow up in both study arms, with larger effects seen among FSW who participated in the 
Women-Focused Intervention. 
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2.4 Study context: the Dominican Republic 
Socioeconomic and HIV epidemiological context 
The Dominican Republic is a Spanish-speaking country of nearly 11 million people, 
located in the Caribbean region on the island of Hispañola, which it shares with Haiti.223,224 The 
capital city, Santo Domingo, is situated in the Southeast, with a population of approximately 3 
million people.223,224 The Dominican Republic has experienced one of the fastest rates of 
economic growth in Latin America and the Caribbean (LAC) in recent years, averaging 5.3 % 
annually between 1993 and 2018.225 Rapid economic growth, together with the higher growth of 
the income of the bottom 40 percent compared to the overall population, has led to declines in 
poverty and inequality, with a 2-point decrease in the Gini index (from 47.7 to 45.7).226 
However, nearly a third of the population lives in poverty226 and access to social protections 
programs is inadequate, with social spending in the Dominican Republic low compared to the 
rest of the LAC region.227 In 2018, life expectancy at birth was 74 years, the total fertility rate 
close to replacement level at 2.4 births per woman,224 and the mean years of schooling among 
adults 25 years and older was 7.9.228 
 The most recent estimate of HIV prevalence among FSW in the Dominican Republic is 
approximately 4.4% [1.7% - 6.3%],229 nearly five times greater than the national adult 
prevalence of 0.9 [0.7 - 1.3].230 In Health Region 0, which includes Santo Domingo, it is 0.5%, 
0.3% among women and 0.6% among men.231 Demographic and Heath Survey data suggest that 
education level and wealth quintile are inversely related to HIV risk,231 and prevalence is similar 
in urban (0.3%) and rural (0.4%) areas.231  
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2.5 IPV in the Dominican Republic 
Context of violence against women 
The national government began responding to the issue of violence against women in the 
late 1990s. Domestic violence was not considered a crime until 1997, when the Law 24–97 on 
Domestic Violence was enacted, establishing a protocol and services for treatment of cases of 
intra-familiar and domestic violence.232,233 In 2007, Law No. 46-07 instituted an annual 
campaign, “16 Days of Activism on Violence Against Women,” and the Constitution was 
amended in 2010 to address gender equality, including addition of an article (No. 42) 
condemning domestic and gender-based violence.234,235 The Dominican Republic also ratified he 
Convention on the Elimination of all Forms of Discrimination Against Women (CEDAW) in 
1982 and the Optional Protocol in 2001, and the Inter-American Convention on the Prevention, 
Punishment, and Eradication of Violence Against Women (“Convention of Belem Do Para”).235 
A goal in the Ministry of Women’s National Plan for Gender Equality (PLANEG) 2007-2017 is 
“to eradicate all forms of violence against women throughout their lives.”235 In November 2017, 
the Ministry of Justice put forward a 22-point National Plan against Gender Violence.236  
Ethnographic research illustrates anti-violence discourse in public space and media 
coverage, and popular awareness of the issue.204 Cabezas204 observed that the International Day 
for the Elimination of Violence against Women – held on November twenty-fifth to 
commemorate las Hermanas Mirabal (the Mirabal sisters), political activists in the Dominican 
Republic who were murdered by the Trujillo dictatorship in 1960—receives significant 
attention.237-243 Las Hermanas Mirabal have become a symbol of anti-violence against women in 
the Dominican Republic, and stories memorializing them and about violence against other 
women are featured in many newspapers, especially around November twenty-fifth. Buildings, 
parks, schools, and a province are also named after Las Hermanas.204,241 In Winter 2018, a large 
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Christmas tree decorated with images of the faces of women murdered by their partners, along 
with bloody hands, could be seen prominently displayed in downtown Santo Domingo (R. 
Dayton, personal communication, March 16, 2018). Possibly reflecting this public discourse, 
empirical research suggests low social acceptability of violence against women: the percentage 
of Dominican women and men agreeing to at least one instance where “wife-beating” is justified 
is low, particularly when compared to other LMIC.244 Caridad Bueno244 found, using recent 
Demographic and Health Survey (DHS) data, that six percent of women and men agreed to at 
least one justification for “wife-beating,” whereas scholars in other settings have found these 
percentages to range from 8% to 91%. 
However, the landscape of discourse, social norms, and attitudes toward IPV in the 
Dominican Republic is multifaceted and contradictory. In a qualitative study in Santo Domingo, 
female focus group participants constructed women as to blame for their experiences of IPV, 
whether directly—saying, “it is our fault”—or indirectly, saying it is women who should put a 
stop to it.245(p547) Community health workers in focus groups in multiple regions shared this 
stance, stating that women are often at fault for IPV.246 Interviews with key informants 
examining barriers to the uptake of gender based violence (GBV) services among FSW, men 
who have sex with men (MSM), and transgender women in Puerto Plata highlighted victim 
blaming by health care providers and victims themselves, as well as normalization of violence 
and perceptions that it is an immutable problem.247 Given the prominence of the victim blaming 
discourse in this structural context, internalized sex work stigma may increase risk of IPV among 
FSW living with HIV by leading to victim self-blame and normalization of violence, thus 
discouraging them from reporting it, seeking services, and/or from rejecting abusive partners.  
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Prevalence and consequences of IPV 
IPV is the fourth leading cause of death among women in the Dominican Republic.248 
Two hundred women are murdered every year, half (52%) by intimate partners, according to the 
Procuraduría General de la República Dominicana.231 Thirty-four point six percent of ever 
married or in union women ages 15-49 reported having been a victim of physical, emotional, or 
sexual violence perpetrated by a husband or companion in the most recent DHS (2013). Twenty-
five percent experienced emotional, physical, or sexual violence from a husband or companion 
(i.e. current husband/companion for women currently in union or the most recent partner for 
divorced, separated, or widowed women) in the last 12 months.231 Emotional abuse was most 
commonly reported (20.4%), followed by physical (14.7%), and sexual (4.2%).  Prevalence of 
recent physical or sexual violence by Health Region ranged from a low of 11.7% in Regions 5 
and 6 to 19.5% in Health Region 0 where the capital city Santo Domingo is located. Notably, 
levels of IPV victimization per the DHS only reflect the experiences of ever married or in union 
(i.e. cohabiting) women (87.1% of those of reproductive age231), which may influence prevalence 
estimates—cohabitation and formal marriage have been found to be, respectively, positively and 
negatively related to recent IPV victimization among women in LMIC.141 
Regarding IPV consequences, 42.4% of the female respondents reporting recent physical 
or sexual violence from a husband or companion experienced physical injuries as a result.231 
Thirty-nine point nine reported wounds, bruises or pains, and 10.7% reported serious injuries 
such as broken bones or teeth and deep wounds.231 In qualitative studies, Dominican women and 
health service providers describe IPV as a commonplace occurrence with serious consequences 
including poor mental health.245,249 In one study on mental health, service providers throughout 
the Dominican Republic identified IPV as the problem they would fix if they had the opportunity 
to fix one.249  
 48 
Correlates of IPV  
Multivariable quantitative analyses that control for potential confounders using cross-
sectional DHS data have identified factors at the individual, relationship, community, and 
structural levels significantly related to experiences of IPV victimization among women not 
identified as FSW in the Dominican Republic. A small number of qualitative studies corroborate 
these findings. This literature is summarized below. 
Individual level factors positively associated with increased IPV risk among ever married 
or in union women include younger age at first marriage (<20 years old),142 rural residence,184 
witnessing inter-parental violence (fathers beating mothers), and believing wife beating is 
justified in at least one circumstance.142,184 Reporting physical or sexual violence from a spouse 
in the last 12 months is associated with increased likelihood of experiencing a pregnancy ending 
in a non-live birth, STI symptoms in the past year, and unwanted births in the past five years.250 
Women who reported that their partners frequently got drunk had a 9.8-fold greater odds of 
reporting IPV compared to those whose partners did not drink.142,251 These findings are 
supported by qualitative research: female focus group participants in Santo Domingo viewed 
men’s alcohol use as a primary factor leading to IPV perpetration.245 
Regarding relationship level factors, Flake and Forste251 found that households with 
female-dominant decision-making (the woman makes most decisions) had twice the odds of IPV 
in comparison to households with egalitarian decision-making (partners have an equal say in 
most issues).251 This finding may be interpreted as a form of male retaliation for women’s 
disruption of the traditional gender hierarchy (i.e. “male backlash,” previously discussed in 
Section 2.3 under “Power dynamics”). Alternatively, women who assumed dominating roles in 
household decision-making may have been more likely to engage in disagreements and conflict 
with intimate partners.  
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At the community level, Caridad Bueno and Henderson184 found that Dominican women 
who were members of political organizations had more than four times the probability of 
experiencing IPV as compared to women who were not involved in political organizations. This 
could also be evidence of male backlash, or of politically engaged women’s increased 
empowerment to recognize and report IPV.  
At the macrostructural level, they examined economic factors and found that the 
relationship between women’s access to economic resources and IPV depended on whether they 
were poor or rich and the type and level of resources.184 Employment was protective for poor and 
rich women, suggesting that such access to economic resources may give women leverage to 
negotiate with their male partners or exit options from the relationship. Having money for one’s 
own use was only protective for rich women. This suggests that for economic resources to have a 
protective effect on risk of IPV, they must be sufficient to provide real means for women to leave 
abusive relationships and support themselves and their dependents; the money that poor women 
are likely to have may not meet these requirements.184 When poor urban women’s independent 
resources surpassed their husband’s, they experienced elevated risk of IPV, suggesting that 
possession of economic resources can elevate risk if it disrupts the gender hierarchy in the 
relationship, in which case it can lead to male partner retaliation through IPV perpetration.   
2.6 Violence against female sex workers in the Dominican Republic 
Female sex workers in the Dominican Republic have protested violence against their 
community for decades.98,252 During the first congress on sex work in the Dominican Republic in 
1995, organized by COIN, FSW identified multiple forms of violence against them including 
physical and verbal abuse from clients and pimps; restriction of internal migration; random 
police raids, blackmail and incarceration; and discrimination in laws and policies designed to 
protect women.98 However, violence against FSW receives little attention, according to 
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MODEMU,204 and research on IPV against FSW, particularly those living with HIV, is highly 
limited. Abriendo Puertas, which used non-probabilistic sampling, is the only study of violence 
among FSW living with HIV and of violence against FSW in which disaggregation by 
perpetrator is possible. Among Abriendo Puertas participants at baseline (n=268), 18.3% 
reported any physical or sexual violence from a sexual partner in the last six months. Twelve 
point three percent reported IPV, 8.3% reported client violence, and 2.6% reported both.15 
Two additional surveys have included indicators of violence against FSW. The 2012 
Integrated Biological and Behavioral Surveillance Survey (IBBSS), carried out in five cities 
using respondent driven sampling, found that just over a fifth (21.5%) of FSW in Santo Domingo 
(n=401) reported experiencing at least one type of abuse or maltreatment in the past year. 91.5% 
of those reported physical maltreatment, 31.4% reported rape, and 11.2% reported robbery or 
assault. In a separate survey item, 18.4% of FSW reported being forced to have sexual 
relations.229 Among participants in Santo Domingo (n=264) in the HVTN 907 cohort study 
(2009-2012), which examined recruitment and retention of FSWs at high risk of HIV infection 
into HIV vaccine trials, 21.6% had experienced forced sex from a sexual partner.253 
2.7 Sex work in the Dominican Republic  
Female sex worker population characteristics  
 According to recent estimates, 88 thousand women in the Dominican Republic, or 3.3% 
of the adult female population, are FSW, defined as women who look for clients who pay them 
money or give them gifts for sex.254 In Santo Domingo, this proportion is 2.1% (approximately 
15 thousand women).254 Per the 2012 IBBSS, 78.4% of FSW in Santo Domingo over age 15 
years were single (i.e. had no intimate partner or had an intimate partner with whom they were 
not married or cohabiting), 9.5% were married or cohabiting with a man, and 12.1% were 
separated, divorced or widowed. Over half (55.4%) had only primary school level education, 
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41.2% had completed secondary school, and 3.4% had university level education.229 Sex work is 
the primary source of income for the majority of FSW (95.5%) of FSW in this context.229 The 
remaining 4.5% report salary or maintenance/remittances as their principle income sources. 
Forty-three point two percent make an equivalent of approximately USD $258-$5151 
(RD$10,001 – 20,000 Dominican pesos) per month. One quarter make USD $155 – $258, 22.4% 
make USD $515 or more, and 9.8% make USD $155 or less. 
Socioeconomic context of sex work and gender relations in the Dominican Republic 
Dramatic increases in women’s labor participation occurred in the Dominican Republic 
beginning in the 1970s due to several factors.255 In the 1960s, development strategies shifted 
toward export-led industrialization and tourism,255 industries which favored cheap female labor 
and came to replace the sugar export industry as the basis of the Dominican economy by the 
1980s. The 1982 economic crisis and structural adjustment programs led to lowered wages and 
increased cost of living, which heightened the need for women to join the labor force.256 The 
supply of qualified women workers also increased due to decreasing fertility and increasing 
female (and male) education.255 Simultaneously, the decline of the sugar industry led to mass 
unemployment among men and their increased reliance on informal sector work.255 These 
macro-economic trends led to women’s assumption of the role of primary or sole breadwinner in 
many households and shifts in gender dynamics at the household level, with outcomes such as 
greater marital instability.255 Women experienced increases in authority within their relationships 
due to their indispensable household economic contributions, and more power for resisting male 
dominance and leaving unsatisfactory relationships.93,255  
However, persistent traditional gender norms and women’s economic precarity have 
constrained growth in women’s authority and agency.93(pp. 121-125, 127),255 Safa255 describes how 
 
1 Calculated using conversion rates from January 1, 2012 at https://www.oanda.com/currency/converter/ 
 52 
men responded to shifting gender relations by becoming more controlling and dominating toward 
their female partners.255 The myth of the male breadwinner persisted at the state and workplace 
levels, perpetuating notions of women’s labor as supplementary, and driving down their 
wages.255 Women with low education levels commonly have precarious jobs that do not cover 
the high cost of living, multiple dependents, and lack of involvement of the fathers of their 
children and help from State social protection programs. 92,93,252,255,257 Social networks can 
provide critical but limited short term support given family and friends’ own financial 
constraints.92  Such economic pressures and precarity create barriers to dissolving and 
challenging male dominance in relationships.92,225,255  
Economic strain is unevenly distributed among women, as access to employment depends 
on their social positions within hierarchies of race, color, class, citizenship, and HIV status.93,257 
Those who work in factories, domestic work, the tourism industry, and elsewhere commonly 
report extremely long work hours and commutes, involuntary and unpaid overtime, sexual 
harassment, state and employer repression of labor organizing, lack of opportunity for 
advancement, and psychological and other abuse by employers.90,92,93,257 For many women, sex 
work provides much better pay for fewer hours of work, more control over their working hours, 
greater flexibility to care for their children, and freedom from abusive employers.90,92,93 Sex 
workers have described how sex work provides financial independence that enables escape from 
oppressive patriarchal gender relations within their households and relationships, including 
IPV.204,258 
The sex work industry   
Legal status and work environments  
Selling sexual services among adults aged 18 years and older is not explicitly prohibited 
by the law in the Dominican Republic.259 Articles 334, 334-1 and 335 of the penal code (Contra 
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la violencia intrafamiliar, Ley No. 24–97) address prostitution by seeking to punish those who 
profit from the earnings of sex workers and who facilitate the practice of prostitution.259 
However, in practice, sex workers are commonly treated as criminals by law enforcement.89,252 
For example, in Sosúa and Boca Chica, popular tourist destinations, a special police unit exists to 
control social “delicuentes” (delinquents)—FSW and others working in the informal economy—
perpetually subjecting them to arrest and fines.92,93 
As is the case throughout the Caribbean, it is common for FSW in the Dominican 
Republic to not do sex work full time or stay in one site or one arrangement, to have multiple 
sources of income, and many have a high degree of autonomy.90,92,204 They typically operate 
without pimps, which increases their control over their work hours, prices, and client 
selection.92,93 However, those who work in direct establishments (brothels) or in bars where they 
also live, must adhere to the rules and regulations of the owners, and their behavior (e.g. condom 
use) and movement may be closely monitored.91,92 Some FSW, particularly migrants, depend on 
the bar owners for housing and are not permitted to work elsewhere.92 
Sex for sale is not located within a bounded “red-light zone” in Santo Domingo, but 
rather found throughout the city (Y. Donastorg, personal communication, June 23, 2016). Forty-
five percent of FSW participating in the 2012 IBBSS reported working on the street, and the 
remainder reported working in indoor establishments (42.3%) or unspecified venues (13.1%). 
Indoor establishments include bars, cantinas, or discos (18.6%); brothels or casas de cita (date 
houses) (13.6%); and cafeterias, colmados (corner general stores, which are sometimes social 
gathering places), or carwashes (10.1%). Indoor establishments include two types: direct and 
indirect. In indirect establishments, such as bars and discos, FSW are typically hired as 
waitresses or dancers who are also available for hire for sex.91 They earn money from salaries 
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and tips and from selling sex. Men and women attend indirect establishments at times for drinks 
and dancing only, such as a birthday celebration or a regular night out.91 Due to the flexibility of 
their role and of the function of the indirect establishment space, many FSW working there 
identify as waitresses, dancers, or girlfriends rather than as sex workers.91 In Santo Domingo, 
some women travel periodically to work in neighboring beach towns such as Boca Chica that are 
popular with tourists, e.g. on weekends to supplement income from Monday-Friday jobs.93 
Direct establishments, namely brothels and casas de cita, are an older and more 
traditional type of establishment.91 Female sex workers often live on-site at direct establishments, 
see a higher volume of clients than women who work at indirect establishments, and identify as 
sex workers.91 High-end direct establishments attract a variety of clients but are more likely to 
draw those of higher socio-economic status including businessmen, diplomats, and government 
officials than indirect establishments.91 Direct establishments contain beds although sex may 
occur in nearby motels. They are better able to enforce condom use policies because they are 
generally stricter environments in which women’s behavior is closely monitored; for this reason, 
as noted above, some are socially repressive for women who work there.91   
Alcohol use 
Alcohol use is a prominent aspect of the social context in which FSW work and live in 
Santo Domingo, in line with studies of FSW in multiple contexts globally.154,205,260,261 Alcohol 
consumption is a central aspect of socializing in sex establishments, which often generate a 
significant portion of revenue through alcohol sales.91 Female sex workers are expected to 
encourage clients to drink, pressured to drink by clients, and cite drinking with clients as a 
health-compromising aspect of their job.91,92,154,205,258,260 Support and solidarity among staff 
within sex establishments, including FSW, managers, disc jockeys, and bouncers, can help 
protect against alcohol-associated risks (e.g. client violence) through monitoring alcohol 
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consumption and encouraging FSW to go home if they seem intoxicated.91 Frequent alcohol use 
is also a central mode of socialization within peer networks of clients and intimate partners of 
FSW.262-264 
Surveys indicate variation in levels of alcohol use across different populations of FSW in 
Santo Domingo. Almost all participants in the 2012 IBBSS consumed alcohol one or more times 
per week in the last month: 53.3% consumed alcohol 1-3 days per week, 26.9% 4-6 days per 
week, and 19.0% everyday.229 Among Abriendo Puertas participants at baseline (n=268), the 
proportion reporting using alcohol at least once a week was much lower (35.4%)70—which may 
be due to efforts to minimize alcohol consumption associated with their HIV status and 
perceived negative interaction between alcohol and ART.265 Heavy drinking was prevalent 
among members of the HVTN 907 study cohort, who were eligible to enroll in part based on 
indicators of social vulnerability (e.g. low education and absence of ties with local sex worker 
community organization).253,266 In that cohort, 84.8% reported consuming four or five or six or 
more drinks every day on average.253  
Social networks and intimate partner relationships among female sex workers 
Kennedy and colleagues267 found FSW living with HIV in Santo Domingo to have many 
sources of social support, including friends, family and partners, who were critical for their 
physical and mental health and wellbeing, and helped them to deal with stigma. Social ties 
provided information, motivation to seek medical care, and assistance with financial costs of 
care. In addition to support for HIV-related needs, social ties with female friends and 
acquaintances are a critical—if not sole—conduit of social capital to draw upon when seeking 
livelihood opportunities for FSW and other low-income women, particularly when faced with 
economic shocks (e.g. a split from a male partner, other employment loss).92 
MODEMU, whose mission focuses on fostering solidarity, empowerment, and support 
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amongst FSW, offers various forms of support to the sex worker community, including 
emotional support, educational workshops, and linkages to legal assistance, vocational training, 
literacy classes, and medical screenings.98,268 Female sex workers in Santo Domingo and 
elsewhere in the Dominican Republic also report divisiveness and stigmatization amongst FSW 
associated with competition for clients, efforts to cope with their own stigmatization, and fears of 
HIV transmission.92,258,269,270  
A small number of studies describe intimate partner relationships of FSW in Santo 
Domingo. In two qualitative studies that included FSWs’ male partners, many couples reported 
meeting in the context of sex work when both worked at the same sex establishment (the men as 
doormen, bartenders, etc.) or during a sex work transaction. Others met through their social 
networks.91,271 “Intimate partner” and ”client” relationships were not mutually exclusive 
categories, with qualities and functions typically associated exclusively with one often found in 
both. For example, many FSW had clients who they saw repeatedly over time (“regular” or 
“special” clients), with whom they developed trust, friendship, emotional and economic 
dependency, and intimacy.91 Some relationships with clients converted to intimate partner 
relationships. Other types of partners that had characteristics of both client and intimate partner 
relationships were identified, such as “amigos,” whose label reflects the non-binary nature of 
FSWs’ relatinoships.91,204 
A qualitative study by Barrington et al.271 illustrates how dynamics within FSWs’ 
intimate partner relationships both subvert and adhere to traditional gender roles in this context. 
Economically, women and men both provided one another with economic support and women 
expressed appreciation of the economic independence sex work afforded them. Men’s ability to 
act as traditional breadwinner for the couple was undercut by a lack of economic resources, 
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which led some to accept, if not be completely comfortable with, their partner’s sex work. Male 
partners were more focused on their feelings of love and intimacy toward their partners than the 
women, who constructed their relationships in largely pragmatic terms, focusing on economic 
needs and actively seeking out economic opportunities with other partners.271 At one level, this 
may reflect participants’ lack of adherence to traditional gender norms in which women are 
focused on intimacy and men on breadwinning. At another, economic level, it may reflect typical 
gender relations in which women have more limited economic opportunity outside of their 
partnerships than do men, which renders the economic aspect of their intimate relationships more 
important for them than for the men. Traditional gender dynamics were indeed evident in 
women’s narratives of experiencing emotional suffering, violence, and jealousy in their 
relationships, and men’s narratives of having outside sexual relationships, being abusive, and not 
providing adequate sufficient economic support.271 Some men described overlooking women’s 
stigmatized sex worker status when their partners fulfilled gender-normative caretaking and 
housekeeping responsibilities. Others felt shame about their partner’s sex work and avoided 
discussing it, reflecting and perpetuating sex work stigma.271 
Experiences of sex work and HIV stigma among female sex workers living with HIV  
In this section, I integrate empirical findings from public health, anthropological, human 
rights, and psychometric literatures92,93,258,267,269,272-277 to describe enacted, anticipated, and 
internalized HIV and sex work stigma in the setting of the Dominican Republic. I describe 
negative meanings that are attached to HIV and sex work, how stigma associated with HIV, sex 
work, and other social characteristics mutually reinforce one another, and the impacts of stigma 
on the life chances84 of FSW and PLHIV.  
I identified four dimensions of enacted and anticipated sex work and HIV stigma in 
reviewing the literature: social discrimination, workplace discrimination, health service 
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discrimination, and law enforcement discrimination. Each of these dimensions apply to both HIV 
and sex work stigma, except law enforcement discrimination, which was seen in relation to sex 
work only in the literature. The prominence of these dimensions of stigma in the literature 
informed my selection of stigma constructs and relationships to examine in this dissertation.   
The public health and human rights research I reference was conducted in Santo 
Domingo and other cities throughout the Dominican Republic, and the ethnographic works in 
Boca Chica,93 Andres, 93 and Sosúa,92 coastal towns and popular international sex tourist 
destinations. The ethnographies focus primarily on sex work in context of the tourism industry 
and the processes of globalization that underpin it. Readers should note that the sex work 
industry in Santo Domingo and the clientele of Abriendo Puertas participants are not dominated 
by sex tourists. However, the experiences of FSW they portray are likely directly shared by some 
Abriendo Puertas participants—Boca Chica and Andrés are located a short bus ride from Santo 
Domingo, and some Abriendo Puertas participants report residing there. Some FSW who live in 
Santo Domingo spend time working in Boca Chica.93 Finally, many FSW residing in Sosúa are 
transient migrants from urban areas including Santo Domingo who ultimately return.92 
Enacted and anticipated stigma 
Social discrimination  
Female sex workers and other women living with HIV in Santo Domingo and elsewhere 
report pervasive HIV stigma from family, friends, and community members, in forms such as 
gossip, blame, verbal abuse, rejection, and disclosure of women’s HIV status to their 
children.258,269,274-276 A term for a person living with HIV—sidosa/o (person with AIDS)—is an 
insult,258 which defines the whole person in reference to her HIV status. One study participant 
described how her partner’s family blamed her for her partner’s HIV infection, which they 
attributed to her sex work,269 reflecting negative meanings of HIV as “self-earned,”278 and of sex 
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work as a source of HIV. Nearly a third (30.0%) of FSW in Santo Domingo surveyed in the 2012 
IBBSS reported experiencing family contempt for being a sex worker.229  
In their ethnographies, Brennan92 and Gregory93 illustrate HIV and sex work stigma in 
portraying how people draw upon and reproduce stigma in interpreting unwanted social changes 
they perceive in their communities. In Sosúa, FSW are constructed as both cause and effect of 
increased crime, drugs, pollution, HIV, and moral and cultural decay linked to globalization and 
the growth of the tourism industry. In community members’ talk, newspapers, and other local 
media, negative meanings associated with sex workers include laziness, greed, and criminality; 
the word “puta” (prostitute) is used interchangeably with “ladron” (thief). HIV is constructed as 
something of alien origin and polluting—whether brought in by international tourists 92 or by 
Haitian migrant FSW93—that threatens an essential, pure “Dominicanidad” (Dominicanness).92  
Anticipated HIV discrimination leads women to avoid HIV support groups for fear of 
their status being outed to community members, which can reduce support from other PLHIV, 
and to seek care at clinics far from their communities, which can produce economic costs (e.g. 
transportation) and diminish access to health services and HIV care.48,258,269 Some women living 
with HIV avoid disclosing their status to people with whom they have close relationships to 
prevent status outing to the broader community, which can also decrease the level of social 
support they receive.258 Anticipated HIV stigma from community members and male partners in 
combination with anticipated HIV workplace discrimination can have economic consequences 
for PLHIV—some avoid applying for jobs to prevent HIV status outing in their communities that 
can result from illegal employer HIV testing, which is perceived as ubiquitous.277  
Health service discrimination  
Female sex workers and other women living with HIV describe discrimination by health 
service providers who treat them in a distant way upon learning their HIV status, refuse to 
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provide services, disclose their HIV status to partners, family members, neighbors, friends, or 
others without their knowledge or consent, and/or demand they undergo HIV testing before 
administering unrelated services.258,267,269,277 Women living with HIV interviewed by Human 
Rights Watch277 reported being pressured into sterilization post-HIV diagnosis by providers who 
framed it as a necessity or gave misleading information about risks and benefits. Results of the 
2012 IBBSS suggest that experiences of sex work stigma in context of health services are also 
highly common among FSW in Santo Domingo: 85.7% reported maltreatment in health 
services.229  
Anticipated HIV discrimination by health providers can lead to delays in engagement 
with HIV care.269 In an assessment of barriers to the uptake of GBV services by FSW and other 
key populations conducted by the LINKAGES project, participants reported fear of 
discrimination by health service providers due to past experiences of being mocked or turned 
away when seeking violence response assistance, which prevented future service seeking.247,279 
Anticipated sex work stigma is common among FSW in Santo Domingo, according to the 2012 
IBBSS: half of participants (50.3%) reported hiding being sex worker in health services.229 
Workplace discrimination 
Women experience HIV stigma in the workplace, in- and outside of the sex industry. In 
the sex industry, FSW in direct establishments have reported other sex workers disclosing their 
HIV status or physically assaulting them due to their status, in some cases leading to loss of 
employment and/or clients.92,269 Outside the sex industry, multiple studies show illegal employer 
HIV testing and discrimination to be a widespread problem, particularly for women and key 
populations.280 Female sex workers and other women living with HIV report that employers 
exclude them from prospective jobs based on HIV test results required during the hiring process, 
and fire them from existing jobs when they test HIV-positive during mandatory and involuntary 
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testing.258,267,275 Others report discriminatory treatment and pressure to leave from employers 
based on rumors of their HIV-positive status (e.g. domestic workers being required to wear 
rubber gloves).258,269,275,277  
Documented consequences for FSW and other women of employer HIV testing include 
unemployment and underemployment in the short and long terms, intense economic and 
emotional stress, and social isolation.258,267,275,277,281 The economic stress is exacerbated for 
women when their male partners leave them due to their HIV status.277 Among those who are not 
already involved in sex work, it leads many to enter the sex industry.277 Possibly reflecting this 
trajectory and the economic consequences of HIV stigma, 19% of participants in the Abriendo 
Puertas cohort reported at baseline first becoming involved in sex work subsequent to their HIV 
diagnosis.70 Finally, exclusion from employment is injurious to their internal sense of autonomy, 
control, and dignity.277,280  
Women living with HIV report anticipated HIV discrimination by employers that both 
deters job seeking to prevent status outing to social networks as described above, and deters 
status disclosure to friends and family to prevent spread of the information to employers, which 
can increase social isolation.275 Female sex workers also report anticipated sex work workplace 
discrimination: 30% of FSW in Santo Domingo reported hiding being a sex worker in seeking 
employment.229  
Law enforcement discrimination  
Female sex workers in the Dominican Republic experience maltreatment by law 
enforcement, such as physical, verbal and sexual abuse (e.g. gang rape, coerced sex in exchange 
for protection), random arrest, detainment, and extortion by police.89,252,258 As reported by 
Amnesty International, a survey of 400 cisgender FSW conducted by Red de Mujeres 
Trabajadoras Sexuales de Latinoamérica y el Caribe (RedTraSex) and its national partner 
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organization, OTRASEX, found that 86% of participants had been forced to have sex with police 
in exchange for not being arrested, and over 30% had had sex with a police officer out of fear.252 
At the hands of police, nearly half had been pushed or thrown to the floor, 56% had been groped, 
and 34% had been threatened with a weapon.252 Three-quarters had been verbally threatened by 
police. Female sex workers working on the street describe hiding from police when they see 
them coming for fear of abuse.252 Those who report experiences of violence to the police or 
district attorney offices are ignored, turned away, or laughed at.204,247,252 Anticipated 
discrimination and discomfort due to past experiences of abuse from police and of maltreatment 
when seeking to report violence from police and others deters FSW from seeking law 
enforcement protection.247,252,279   
Law enforcement discrimination is prominent in ethnographies of FSW who work in 
areas popular with tourists, such as Sosúa and Boca Chica, where the tourism industry strives to 
shield tourists from “delincuentes” (delinquents).92,93 Sex workers’ position within racial, class, 
citizenship status hierarchies determines the level of law enforcement discrimination that they 
experience.89 For example, in their policing of sex workers, Sosúan police are much more likely 
to apply the label of sex worker to women who are black and poor than to those who are not;92 as 
sex work scholar and advocate Pheterson argues in defining sex work stigma, racial and class 
positions are “used as evidence of female unchastity” that provide grounds for 
stigmatization.282(p461) In Boca Chica, police are much less likely to intrude upon and abuse sex 
workers in high class venues as compared to those working in low class venues or on the street.93 
Sex workers in higher class venues are perceived by police and clients to be less “settled in” to 
sex work than lower status FSW and “less disposed to crime, drug abuse, and HIV infection”93—
that is, more loosely tied to the sex worker label and its negative meanings.  Interactions with 
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law enforcement that leave FSW with criminal records reify the association between sex work 
and criminality. They can exacerbate FSWs’ poverty, directly, due to the costs of bribes, and 
indirectly, by hampering their ability to get jobs, as one typically cannot get a job in the formal 
sector with a criminal record.93  
Internalized stigma 
Quantitative research shows that experiences of enacted stigma are positively associated 
with experiences of internalized stigma among women living with HIV and FSW living with 
HIV.276 Female sex workers living with HIV in Santo Domingo have described experiences of 
internalized HIV stigma and ways that it compromises their health and wellbeing, including 
spurring intense fear of early death; feelings of shame, guilt, worthlessness, and low self-esteem; 
depression, anxiety and suicidality; and self-isolation and non-disclosure of their HIV and sex 
worker statuses to friends and family.258,265,269 The link between internalized stigma and 
depression among FSW and women living with HIV in the Dominican Republic has been found 
to be statistically significant.50  
Brennan92 portrays how FSW resist such internalization of sex work and HIV stigma, 
through self-identity construction in alignment with social norms and values, and through meting 
it out to others. In their talk about themselves and other FSW, FSW in Sosúa drew heavily on 
gender norms and discourses that construct women as either “Madonnas” or “putas” 
(prostitutes). Madonnas are good mothers—that is, focused on their obligation to their children 
and homes, self-sacrificing, responsible, frugal, and caring. They are defined in opposition to 
putas, who fail to demonstrate self-sacrifice by spending money on themselves and/or their 
boyfriends, and who do not maintain boundaries by accepting anyone as a client at any time of 
day, not using condoms, and approaching clients rather than waiting to be approached.92 
Stigmatizing others helps to create a “them” against which an honorable “us”84 can be defined. 
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Female sex workers in both Santo Domingo and Boca Chica expressed a lack of shame about 
doing sex work when they constructed it as their means to fulfill their obligations to meet the 
needs of their households and dependents, and a sense of pride in being self-sacrificing 
mothers.93,258 Sex traded for money was not immoral sex when it was done in service of being a 
good mother, which Helen Safa and others have argued is a primary defining aspect of 
femininity and womanhood in the Dominican Republic and throughout Latin America.255,283,284 
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CHAPTER 3. THEORETICAL FRAMEWORK 
In this dissertation, I examine the relationship between stigma and IPV with the goal of 
advancing understanding of (1) the etiology of IPV against FSW living with HIV and (2) 
pathways through which stigma—relates to the risk of IPV. To conceptualize relationships 
between HIV and sex work stigma and IPV, I developed a framework that integrates theory from 
multiple disciplines and empirical studies on IPV risk factors among FSW. This study takes a 
socio-ecological approach to examining the etiology of IPV, which assumes that variation in 
individuals’ IPV risk is explained by a web of multilevel factors.39,44,68  
The theoretical framework, detailed below, draws on the work of Link and Phelan,84 
Earnshaw,285 Parker and Aggleton,60 Pheterson,58 and others to define stigma broadly and related 
to HIV and sex work stigma specifically. To conceptualize how stigma influences FSWs’ risk of 
IPV, I employ Hatzenbueler, Phelan, and colleagues’ fundamental cause theory of stigma,65 
which lays out a set of mediated pathways through which stigma degrades the health of 
stigmatized populations. These include depleting available resources, undermining social 
relationships, and spurring harmful psychological and behavioral responses among the 
stigmatized.65(p814) I draw on feminist economic household bargaining theory to theorize how 
stigma may increase women’s risk of IPV via its adverse effects on availability of economic 
resources184,286,287 and an affect regulation motivational model of alcohol use to theorize how 
stigma may increase women’s risk of IPV via psychological and behavioral responses.  
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3.1 Stigma 
Erving Goffman’s work is the starting point for a large and evolving body of theory and 
empirical research on stigma and its social and health consequences. Goffman (1963) defined 
stigma as ‘‘an attribute that is significantly discrediting’’ in a society, which, when applied to a 
person through rules and sanctions, leaves him/her with a “spoiled” identity. An extensive 
literature has employed Goffman’s theory within an individualistic, socio-cognitive approach to 
stigma, in which stigma is produced via individuals’ cognitive processes such as stereotyping 
others, as well as emotional responses such as anger,60,84 and the influence of these processes on 
micro-interactions between stigmatizers and the stigmatized. From this perspective, the negative 
effects of stigma can be addressed through behavior change of individuals—whether by altering 
the perceptions, attitudes, feelings, and/or knowledge of stigmatizers, or enhancing the coping 
capacities of the stigmatized.60,84 Later work, particularly in sociology and anthropology, has 
centered the role of stigma in the production and maintenance of power relations at the 
macrostructural level, and the need for macrostructural and community level processes to 
address it.60,61,84,288 In the words of Parker and Aggleton, stigma is “not merely as an isolated 
phenomenon, or expressions of individual attitudes or of cultural values, but…central to the 
constitution of the social order”—how society is stratified, affording some more power than 
others, with negative impacts on the “minds and bodies” of the stigmatized.60(p17)   
Link and Phelan84 conceptualize stigma as the co-occurrence of five processes: (1) 
labeling of people who have a trait that is deemed a socially significant difference; (2) linking of 
such labels to negative attributes (i.e. stereotyping); (3) separation of the stigmatized (“them”) 
from the stigmatizers (“us”); (4) discrimination against the stigmatized through social exclusion, 
devaluation, and rejection; and (5) social status loss of the stigmatized. Experiences of 
discrimination and diminished social status result in reduced access to “life chances”—that is, 
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resources and positive outcomes such as employment, education, healthcare, social ties, health, 
and life itself.65,84(p371) For stigmatization to occur, these processes must take place within a 
context of unequal power relations in which stigmatizers have disproportionate control and 
influence over political, social, economic, and cultural institutions, resources, and discourse.84  
In their HIV stigma framework, Earnshaw and colleagues (2009) distill three discrete 
“mechanisms” through which stigma affects individuals,285 linking stigma as a macrostructural 
factor to individual level health outcomes. Enacted stigma is defined as people’s experiences of 
overt acts of prejudice and discrimination from others.61,66 Anticipated stigma is individuals’ 
expectations or fears that they will experience prejudice and discrimination from others in the 
future.84,285,289 Internalized stigma285 occurs when people apply negative meanings associated 
with their stigmatized social characteristic(s) to themselves.65,84,290 
Theory and empirical literature illustrate the negative meanings attached—during Link 
and Phelan’s second stigma process, described above—to HIV and sex work and points of 
intersection. Kleinman’s278 articulation of the cultural meanings of illness, particularly sexually 
transmitted disease, identifies negative meanings that are linked to HIV: early death and bodily 
disfigurement, “self-earned” illness, and stigmatized groups associated with the illness (e.g. 
homosexuals, sex workers, and drug users). Lawless, Kippax, and Crawford,291 examining 
constructions of women living with HIV, add uncleanliness, indiscriminate promiscuity, and 
pollution, which are also linked to historical constructions of women as dangerous, potential 
sources of infection.292,293 As these scholars’ works indicate, stigma associated with sex work, 
drug use, poverty, sexual orientation, race, and gender, and HIV stigma are co-constitutive and 
mutually reinforcing.61,294 Aggleton and Parker discuss these intersections in terms of social 
inequality, arguing that inequalities along gender, class, sexuality, and racial lines fuel the social 
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production of HIV stigma, which in turn maintains and exacerbates these social inequalities.60,294 
Intersectional stigma theory elucidates how these intersections shape the lived experiences of 
individuals.58,60-64,295 For example, PLHIV who are members of other stigmatized groups such as 
sex workers perceive their association with those groups to increase the level of HIV stigma they 
experience.290,291,296 
Defining sex work stigma, or the “whore stigma,”  Pheterson states that women are “both 
named and dishonored by the word whore.”282(p461) This illustrates Link and Phelan’s stigma 
processes of labeling, linking of labels to negative meanings, separation of the stigmatized, and 
social status loss. Per Pheterson, “unchaste” is the primary negative attribute linked to the whore 
label, defined as “indulging in unlawful or immoral sexual intercourse; lacking in purity, 
virginity, decency (of speech), restraint, and simplicity; defiled (i.e., polluted, corrupted).”282(p461) 
She describes sex work stigmatization within the legal, social, psychological, and progressive 
ideological realms,58 and its consequences for FSWs’ life chances. In the legal realm, a wide 
range of sex workers’ activities are criminalized in many contexts (e.g. standing on the street 
appearing available for a sexual transaction), leading to a loss of civil liberties and human rights 
(e.g. via involuntary medical testing, loss of freedom to travel). Psychological discourse has 
attached meanings such as “maladjustment” and “neurosis” to sex workers separating sex and 
love in their work, behavior deemed deviant, separating them from other women. Progressive 
ideologies of feminism and socialism seeking to liberate women and workers have constructed 
sex workers as “the prototype victims of patriarchy and capitalism,” connecting them with 
negative meanings of victimization, objectification, and alienation.58(p57) This is exemplified by 
the views of Marxist and other radical abolitionist feminists (e.g. Catherine MacKinnon) 
discussed in Section 2.1. Like HIV stigma, sex work stigma maintains and is maintained by 
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inequities in social relations of gender, class, sexuality, race.58 Women’s social positions within 
hierarchies of race, class, HIV status, and gender can be utilized as evidence of unchastity, 
leading to their stigmatization.282 Illustrating how sex work stigma maintains gender inequity, 
Pheterson argues that women learn their culture’s criteria for sex work stigmatization, the risk of 
which “acts as a whip holding females in a state of subordination.”282(p462)  
Stigma and health 
Stigma corrodes health and social wellbeing of stigmatized populations through multiple 
pathways.65,84 Drawing on fundamental cause theory,297 Hatzenbuehler et al.65 conceptualize 
stigma as a fundamental cause of population health disparities because it influences multiple 
disease outcomes through multiple risk factors; affects access to resources such as knowledge, 
money, power, and social capital that can be used to prevent the disease or manage its 
consequences; and is strongly related to health inequities across time and place.65,297 
Hatzenbuehler specifies a set of mediated pathways through which stigma influences population 
health outcomes, including effects on “availability of resources,” “social relationships,” and 
“psychological and behavioral responses.”65(p814) Having greater access to resources, such as 
money, power, beneficial social connections, and health care gives individuals a health 
advantage. Stigmatized populations experience depletion of such resources through “resource-
reducing discrimination” in realms such as employment and health services.65(p814) Exclusion and 
abuse of the stigmatized by members of their social networks weakens their social ties and can 
lead to social isolation, with negative effects on many health indicators.2,34 Psychological and 
behavioral responses include coping through substance use and poor self-image, which may also 
lead to greater risk of adverse health outcomes. 
 Findings from empirical studies of FSW and PLHIV are consistent with the detrimental 
effects on health and social wellbeing outcomes delineated in fundamental cause theory of 
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stigma. A systematic review and meta-analysis on the association between HIV stigma (any 
mechanism) and health among people living with HIV found relationships between HIV stigma 
and higher rates of depression, lower social support, and lower levels of ART adherence and 
access to and usage of health and social services. This study also identified weaker relationships 
between HIV stigma and anxiety, quality of life, physical health, emotional and mental distress, 
and sexual risk practices.298  
Studies have elucidated how specific mechanisms of stigma relate to health. Enacted, 
anticipated, and internalized sex work and HIV stigma are found to act as barriers to accessing 
health services.53,197,198 Internalized sex work stigma is negatively associated with retention in 
HIV care48 and enacted sex work stigma negatively associated with HIV testing.168 Enacted and 
anticipated sex work stigma have been found positively associated with prevalent HIV infection 
among FSW.299 Enacted and internalized sex work stigma are associated with ART interruption 
and low condom use with clients.48,49,51,168 Enacted HIV stigma is associated with more severe 
HIV symptoms300 and lower CD4 count,66 while internalized HIV stigma is adversely associated 
with ART initiation, current ART use, and ART adherence.301-303 With regard to mental health 
and social wellbeing, anticipated and internalized HIV and sex work stigma are related to 
depression,50,304 and anticipated sex work stigma may lead to anxiety.214 Enacted, anticipated, 
and internalized stigma have also been shown to lead to health-harming coping behaviors among 
PLHIV and FSW, such as alcohol use.2,65,212,305,306 Among PLHIV, enacted, anticipated, and 
internalized HIV stigma experiences are related to social isolation.290,296,307 Research examining 
pathways of these relationships is scanty, but demonstrated mediators of relationships between 
internalized HIV stigma and ART outcomes include self-efficacy and depression.67,303  
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3.2 Stigma and IPV: relationship pathways  
Stigma, availability of resources, and IPV 
Stigma related to HIV and sex work depletes availability of resources such as money, 
health care, and law enforcement protection through discrimination by employers, health 
providers, and law enforcement among FSW, PLHIV and FSW living with HIV.65(p814) 
Regarding effects of stigma on economic resources, empirical research indicates that FSW and 
PLHIV in the Dominican Republic commonly experience workplace HIV discrimination by 
employers and colleagues, which can lead to unemployment, underemployment, loss of clients, 
and ultimately a paucity of economic resources.267,269,275,277,280 In addition, law enforcement sex 
work discrimination, such as random arrest and extortion, can have detrimental effects on 
economic resources for FSW: they must pay police bribes, and having a criminal record can lead 
to reduced access to formal employment.92,93 Finally, social HIV and sex work discrimination, 
such as rejection by family and other social network members, may cut off access to instrumental 
support, including connections to income generation opportunities.92,267 Anticipated HIV stigma 
from community members, male partners, and employers can lead PLHIV to avoid applying for 
jobs to prevent outing of their HIV status, which can result from illegal employer HIV testing.277 
Depleted economic resources may, in turn, increase women’s risk of IPV victimization. 
Feminist economic theory of heterosexual relationship dynamics and household outcomes posits 
that when women have more real and potential resources, such as income, employment, 
education, assets, and social capital, they have more power to resist male dominance in the 
household, and to negotiate better outcomes, such as freedom of movement, decision-making, 
and nonviolence.184,286,287 The greater women’s ability to support themselves and their 
dependents and the more viable their  “exit options”184(p2) from the relationship, the more likely 
they are to be able to reject poor treatment, and leave abusive relationships.255  
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 The household bargaining model’s construction of a heteronormative, monogamous 
relationship, defined in relation to a delimited, domestic “household,” does not reflect the 
intimate partner relationships of many low resourced women in the Dominican context, whether 
sex workers or not. Many Abriendo Puertas participants do not share households with their 
intimate partners, and the “intimate partner” category in the survey—“those with whom you have 
had at least three times but who do not pay you for sex although they may give you money”—
may capture relationships with substantial variation in characteristics such as level of economic 
and emotional involvement. In casual relationships with minimal economic involvement, 
women’s lack of independent resources might not exert significant influence on their intimate 
partner relationship dynamics and risk of IPV. In addition, in the Dominican Republic among 
low income women, FSWs’ economic dependence on male partners cannot be assumed: men’s 
economic opportunities are also constrained, women are often the head of their households 
economically, and in some cases men are dependent on women for economic support.92,255,271 
Nevertheless, supporting themselves and their dependents alone is often extremely difficult for 
such women due to high costs of living and other factors previously described (see Section 2.7 
under “Socioeconomic context of sex work and gender relations in the Dominican Republic”), 
and maintaining relationships may be a preferable or necessary arrangement.255 FSW in this 
setting commonly describe male partners as key resources for covering basic economic needs 
and the loss or lack of male partners as significant economic stressors.92,93,255,271 The notion that a 
woman’s access to such resources outside of her intimate partner relationship increases her 
ability to leave the relationship, have power within the relationship, and/or avoid relationships 
altogether, thus remains appropriate and useful for theorizing impacts of stigma-induced 
economic strain on IPV in this population. I quantitatively test economic resources—monthly 
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income and savings—as mediators of relationships between HIV and sex work stigma and IPV. 
With regard to other adverse impacts of stigma on available resources that may increase 
IPV risk, law enforcement discrimination, such as police physical abuse and refusal to provide 
protection to FSW, also acts as a barrier to their receiving police and judicial protection from 
IPV, which may increase their IPV risk.10,32,47,113,175,186,207,252,308 Discrimination in health services 
reduces accessibility of services for FSW living with HIV,186 and may specifically limit their 
access to support that can help women leave violent relationships and otherwise avoid IPV, such 
as counseling and referrals to IPV-focused services.53,200,265,279  
Stigma, social relationships, and IPV 
  Social HIV and sex work discrimination, such as rejection and verbal abuse by friends, 
family, and community members, may decrease access to social support, which studies suggest is 
protective against IPV.2,34,158 Emotional support, including encouragement and self-esteem 
bolstering, may otherwise help those experiencing IPV overcome emotional difficulties of 
terminating abusive relationships,158,265 and instrumental support can provide the needed 
relationship “exit option”184 (e.g. a loan, a place to stay) for doing so. Anticipated HIV stigma 
can also prevent PLHIV from disclosing their status to family and friends, leading to feelings of 
detachment and social isolation.47,62,197,205,210,214,269,275,309 
Stigma, psychological and behavioral responses, and IPV 
Studies of FSW indicate that experiences of enacted, anticipated, and internalized stigma 
can cause negative emotional states, which drinking serves as a tool to manage. Cooper and 
colleagues’310 affect regulation motivational model of alcohol use posits that individuals drink in 
order to reduce negative emotions and/or to enhance positive emotions. 310 Female sex workers  
describe drinking both during work and outside of work in order to suppress and process anxiety 
(e.g. of being outed during chance encounters with community members), depression, and shame 
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associated with stigma experiences, and to enhance positive feelings of courage to participate in 
this stigmatized, criminalized activity.154,205,212,260,261,306 
Multiple studies have found positive relationships between measures of FSWs’ alcohol 
use and their risk of IPV, including alcohol intoxication,2 binge drinking,152 and harmful and 
hazardous drinking,153 as described previously. The positive association between alcohol use and 
IPV among FSW may be due to impaired ability to detect the potential for violence, escape from 
violent situations, control sexual relations, and/or avoid risky situations when 
intoxicated.154,205,260,261 Another explanation is that intimate partners punish FSW for drinking, in 
contrast to clients who often encourage or coerce them into drinking. In qualitative studies in 
India, FSWs’ intimate partners (who were sometimes also their pimps) reported disciplining their 
FSW partners with physical violence for using alcohol, which they saw as a violation of norms 
of acceptable female behavior.155 I quantitatively test alcohol use as a mediator of the 
relationships between HIV and sex work stigma and IPV. 
 Additional psychological and behavioral responses associated with internalized sex work 
stigma include self-blaming for IPV and views of violence against FSW as normal, and with 
internalized HIV stigma include fears of being undesirable and unable to find another 
partner.62,258 These responses serve as barriers to leaving abusive relationships.62 Internalized 
stigma may also be linked to IPV via negative psychological effects such as depression, which 
studies in the Dominican Republic and elsewhere show to be related to experiencing IPV 
victimization.2,3,50,147,258,265  
3.3 Conceptual model and hypotheses 
This study assesses whether, and pathways through which, stigma related to HIV and sex 
work influences the risk of IPV against FSW living with HIV. Figure 3.1 depicts the 
relationships I examined. In Aim 1, I tested relationships between HIV stigma (enacted, 
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anticipated, and internalized) and sex work stigma (enacted and internalized) and IPV. In Aim 2, 
I tested the indirect effects of HIV stigma (enacted and anticipated) and sex work stigma 
(enacted) on IPV via economic resources (monthly income and monthly savings), and the 
indirect effects of HIV stigma (enacted, anticipated, and internalized) and sex work stigma 
(enacted and internalized) on IPV via alcohol use.   























CHAPTER 4. STUDY DESIGN AND METHODS  
The purpose of this study is to assess pathways of influence between HIV and sex work 
stigma and IPV against FSW living with HIV. I quantitatively tested the relationships of multiple 
mechanisms of HIV and sex work stigma with IPV (Aim 1), and the indirect effects of stigma on 
IPV via alcohol use and economic resources (Aim 2). Conceptual models for Aims 1 and 2 and 
depicted in Figures 4.1 and 4.2. 
4.1 Study aims and hypotheses 
Aim 1: Assess the association between HIV and sex work stigma and IPV. 
Hypothesis: FSW living with HIV reporting higher levels of HIV stigma (enacted, 
anticipated, and internalized) and sex work stigma (enacted and internalized) will 
report greater odds of IPV compared to those who report lower levels of stigma.    




















Aim 2: Examine explanatory mechanisms of relationships between HIV and sex work 
stigma and IPV, including economic resources and alcohol use. 
 
Hypothesis 2.1: FSW living with HIV reporting higher levels of enacted HIV and sex 
work stigma and anticipated HIV stigma will report lower economic resources 
than those reporting lower stigma levels; having lower economic resources will, 
in turn, be associated with greater odds of IPV. 
Hypothesis 2.2: FSW living with HIV reporting higher levels of enacted, anticipated, 
and internalized HIV and sex work stigma will report greater alcohol use than 
FSW reporting lower stigma levels; in turn, greater alcohol use will be associated 
with greater odds of IPV.  
Figure 4.2 Conceptual model for aim 2 
 
4.2 Parent study 
I analyzed baseline (BL) and follow up (FU) survey data from an evaluation of Abriendo 
Puertas (Opening Doors), a multi-level intervention promoting HIV care and prevention with 
FSW living with HIV in Santo Domingo, Dominican Republic (2012-2014).70,71 Abriendo 
Puertas was developed based on formative research conducted in 2011, which identified factors 
at individual, interpersonal, and structural levels that affect FSWs’ health and well-being, such as 



















services.267 A cohort of 250 women participated in the intervention research in 2013-2014. The 
intervention included four components: individual counseling, peer navigation, clinician 
sensitivity training, and community mobilization (i.e. “Casas Abiertas” or open houses). The 
surveys, which included measures of enacted, anticipated, and internalized HIV and sex work 
stigma, were conducted at BL and ten months FU.71   
Sampling, recruitment, and data collection 
Participants were recruited via a non-random sampling approach led by peer navigators 
(current/former FSW experienced in conducting HIV outreach, prevention, and proving support 
for PLHIV). Navigators approached women they knew or were referred to through their ongoing 
community-based work with sex workers, and recruited from the HIV clinic in coordination with 
clinic staff. Women who were participating in the study also provided referrals.70 
To be eligible for the study women had to meet the following criteria: be at least 18 years 
of age, HIV-positive, and report having exchanged sex for money in the last month. HIV status 
was confirmed via a single rapid test (Retrocheck) prior to the BL survey.70 From November 
2012 to February 2013, 268 FSW were enrolled and completed a BL survey. Of those, 250 
participated in the intervention, and 228 (91%) were retained at ten month FU and completed FU 
surveys between November and December 2013. A trained Dominican female interviewer 
administered structured paper surveys to participants in Spanish in a private office. Following the 
surveys, participants provided vaginal swabs for STI testing and whole blood samples for HIV 
viral load testing, which were collected by a physician. 
All participants provided consent prior to data collection. Consent was obtained orally to 
minimize potential breaches in confidentiality. All study protocols and consent procedures were 
approved by the Institutional Review Boards of the Johns Hopkins Bloomberg School of Public 
Health, the University of North Carolina, and the Instituto Dermatologico y Cirugia de Piel Dr. 
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Humberto Bogart Diaz, the Dominican research partner for the study, which oversaw all local 




Intimate partner violence 
Seven IPV questions, adapted from the WHO Violence Against Women Instrument,15,72 
asked whether participants had or had not experienced particular acts of physical or sexual 
violence (e.g. been pushed, kicked, forced to have sex) perpetrated by intimate partners, new 
clients, and regular clients in the last six months. The questions were asked separately for each of 
these partner types. Intimate partners were defined as sexual partners with whom a participant 
had sex three or more times who did not pay per sexual act although they may have given her 
money (e.g. for rent). If a participant answered “yes” to any of the seven questions regarding 
violence perpetrated by an intimate partner, she was considered to have experienced IPV. The 
seven IPV questions were included in both BL and FU surveys, but their timeframe was “in the 
last six months” in the BL survey and “since you started the study” (i.e. the previous ten months) 
in the FU survey, as shown in Table 4.1. In the BL survey, the seven IPV questions were only 
posed to participants who had replied affirmatively to at least one of two preceding questions 
regarding whether they had had conflict with or received maltreatment from sexual partners. In 
the FU survey, the seven IPV questions were posed to all participants.    
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Table 4.1 IPV outcome variable 







BL, FU Have you been: 
1. Pushed, held by force, 
slapped 
2. Twisted arm, pulled hair, 
threw something at you 
3. Kicked, thrown against 
wall, punched, or hit with 
something that could hurt 
her 
4. Burned on purpose 
5. Choked or used a knife 
or weapon 
6. Used force like punched, 
held against wall or floor, 
threatened with weapon 
to get sex 













Yes = 1 




Measures of enacted, anticipated, and internalized HIV stigma were adapted from 
existing HIV stigma scales311,312 and draw on the Earnshaw313 HIV Stigma Framework.70 The 
sex work stigma measures were adapted from the HIV measures, given the scarcity of validated 
sex work measures at the time of survey design,314,315 by changing “HIV” to “sex work” in all 
items.2 The surveys did not include measures of anticipated sex work stigma due to the parent 
study’s focus on HIV and the lack of available sex work stigma measures. All stigma measures 
are presented in Appendix A. 
  
 
2 Since then, a comprehensive, reliable, and valid scale to measure sex work stigma has been developed using data 
from FSW in the Dominican Republic and Tanzania.316. Kerrigan D, Karver T, Barrington C, et al. 
Development of the experiences of sex work stigma scale using item response theory: Implications for research on 
the social determinants of HIV. Under review 2020. 
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Enacted stigma 
  Enacted stigma is defined as the experience of being discriminated, stereotyped, or 
prejudiced against due to a social characteristic (e.g. being HIV positive or a sex worker). Based 
on public health, anthropological, human rights, and psychometric literatures,92,93,258,267,269,272-
275,277 I identified five forms of enacted stigma experienced by PLHIV and FSW in the 
Dominican Republic: social discrimination, health service discrimination, workplace 
discrimination (job loss), workplace discrimination (establishment abuse), and law enforcement 
discrimination. All of these forms apply to stigma related to both HIV and sex work, except for 
law enforcement discrimination, which refers to sex work only. Social discrimination includes 
gossip, contempt, verbal abuse, linking HIV and sex work to one another (e.g. attributing FSWs’ 
HIV status to their sex work, or assuming FSW are HIV-positive) and to other negative 
meanings, and rejection by friends, family, and community members. Health service 
discrimination encompasses providers’ refusal to provide services, behaving distantly or 
hostilely, and outing HIV or sex worker status to clinic or family/partners. Workplace 
discrimination (job loss) indicates having been fired and/or excluded from hiring due to HIV or 
sex worker status. Workplace discrimination (establishment abuse) includes verbal or physical 
abuse within sex work workplaces by establishment owners or FSW colleagues, e.g. FSW 
physically assaulting FSW living with HIV due to their HIV status or outing their status to 
clients.92,269 Law enforcement discrimination encompasses police arbitrary arrest, extortion, 
sexual/physical/verbal abuse, refusal to provide protection, and blaming FSW for experiencing 
abuse.  
 To measure these constructs, I selected binary survey items assessing lifetime enacted 
stigma experiences in the BL survey and combined them to create multi-item indices or used 
them as single item measures. All multi-item indices are comprised of two to four items. Mean 
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scores (range: 0-1) were calculated for multi-item indices that had at least one item with a non-
missing value. Workplace HIV and sex work discrimination (job loss) measures were assessed 
with one binary item, “Have you ever lost a job because you are living with HIV/are a sex 
worker?” Per DeVellis, an index is a “superordinate label for the several discrete variables that 
contribute to it,” which independently influence the level of the index.317(p79) Given this, items 
will not necessarily correlate with one another.317(p79) Thus, reliability analyses for the indices are 
not reported.318   
Anticipated HIV stigma 
Anticipated stigma refers to expectations of discrimination, stereotyping, and/or prejudice 
from others in the future due to a social characteristic. Five survey items assessed anticipated 
HIV stigma: you are afraid you could be threatened with violence if your HIV status were 
known; you are afraid that if you disclosed your HIV status to your friends, they would lose 
respect for you; you are afraid that if you disclose your HIV status to the women with whom you 
work, they could take your clients; you are afraid your partner could leave you if your HIV status 
were known; you are afraid that your family could exclude you from regular family activities if 
your HIV status were known. For each item, participants were prompted to endorse five 
statements on a 4-point Likert scale (1 = strongly disagree; 2 = disagree; 3 = agree; 4 = strongly 
agree). The items reflect different feared forms of discrimination, which may have different 
levels of importance or impact for participants, and thus different relationships with  IPV risk. 
The items “you are afraid you could be threatened with violence if your HIV status were known” 
and “you are afraid your partner could leave you if your HIV status were known” were also 
expected to relate more strongly to IPV than other items because they possibly captured known 
proximal correlates of IPV, perceived risk of violence319 and abandonment anxiety,320 
respectively. Thus, the anticipated stigma items were included in models as discrete variables. 
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Internalized stigma 
Internalized stigma is defined as the application of negative attitudes towards one’s 
stigmatized characteristic to oneself. Two eight-item scales, previously validated using Abriendo 
Puertas FU data,321 assessed participants’ levels of internalized HIV stigma and internalized sex 
work stigma. Participants were prompted to respond to statements such as “HIV/being a sex 
worker makes you feel like a bad person” and “You feel worthless because you are living with 
HIV/are a sex worker” on a 4-point Likert scale ranging from strongly disagree to strongly agree. 
I conducted confirmatory factor analysis (CFA) of the scales, which indicated strong 
unidimensionality and internal reliability and that all eight items loaded significantly on the 
latent constructs in both cases (Cronbach’s alpha = 0.87 for both; all loadings p<.001). The final 
scales exhibited adequate fit (CFI = 0.99, TLI = 0.98, and RMSEA = 0.08 for both). Mean scores 
was calculated for both multi-item scales when at least one item had a non-missing value (range: 
1-4). Complete final scales are presented in Appendix A and results from CFA are presented in 
Appendix B. 
Mediators  
Alcohol use frequency 
This measure estimates how frequently participants consumed alcohol in the last six 
months. Responses were collapsed into three categories of use frequency: frequent (a few times 
per week, once a week, on the weekends), infrequent (once a month, on rare occasions, once 
every two weeks), and never. Hypothesized mediator variables are shown in Table 4.2. 
Results from a study of ten countries in the Americas and other research indicate that the 
amount of alcohol consumed per occasion and heavy episodic (i.e. binge) drinking by either 
partner are more strongly and consistently related to IPV than frequency of alcohol consumption 
or total consumption (i.e. frequency*amount consumed per occasion in a given time period), and 
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would thus be preferable measures for this study.322,323 However, complete data on alcohol use 
frequency were available only. Previous studies have found alcohol use frequency measures to 
be associated with violent victimization among FSW.2,151 
Monthly income 
The amount of money (Dominican Pesos [DOP]) participants earn per month in total 
from any source was assessed and converted to U.S. dollars (USD) at the 2012 exchange rate 
(38.8 DOP/USD). The variable was logged to address its skewed distribution and minimize 
influence of outliers. 
Monthly savings 
The amount of money (DOP) participants save per month in total from any source was 
assessed. The measure may indicate income in relation to expenses and resources not used to 
meet basic needs and other typical monthly expenses. It was also converted to USD and logged. 
Table 4.2 Mediators 
Variable Survey Indicator(s) 
Time 





much money do you 
make per month in 
total, including sex 
work and other sources 
[in DOP]? Month [Fill in # DOP] # U.S. Dollars3  
Savings FU 
How much money do 
you save per month [in 
DOP]? Month [Fill in # DOP] # U.S. Dollars2 
Alcohol use 
frequency BL, FU 
15.2 In the last month, 





Almost every day 
A few times/week 
Once/week 
On the weekends 












Variables were included as controls if they were theoretically plausible causes of both 
independent variables (IVs) and dependent variable (DV), i.e. confounders. Variables that were 
potential mediators of relationships between IVs and DVs were not included as controls to avoid 
incorrectly nullifying relationships. In Aim 2 mediation analysis, models controlled for potential 
confounders of relationships between IVs (stigma measures) and outcome (IPV), mediators 
(alcohol use and economic resources) and outcome, and IVs and mediators. All control variables 
were drawn from BL survey data except intervention exposure intensity. Control variables are 
shown in Table 4.3. 
Socio-demographic factors 
Age (years), educational attainment (any years primary/any secondary or tertiary school), 
civil status (cohabiting partner, non-cohabiting partner, no partner including separated, widowed, 
divorced), number of children. 
Number of sexual partners per month  
Participants reported the number of new and regular clients and intimate partners they 
had had in the last 30 days. New clients were those with whom they had sex once or twice. 
Regular clients were those with whom they had sex at least three times and who pay for sex.  
Worksite 
Participants were asked where they worked in the previous three months. Response 
options (club or disco, bar, street, hotel/motel, general store, billiard hall, other/specify) were 
collapsed into two categories, street versus sex establishment or independent.  
Intervention exposure intensity 
The intensity of FSWs’ exposure to the Abriendo Puertas intervention, the main exposure 
in dose-response analyses of the Abriendo Puertas intervention impact,71 was used as a control 
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for effects of Abriendo Puertas participation. A binary indicator variable was created for each 
main intervention component: attending all individual counseling sessions, having a peer 
navigator, and participating in community mobilization activities. Counseling session attendance 
data were sourced from program attendance records, and the other indicators were sourced from 
the survey. Intervention exposure intensity was defined as high/moderate if at least two 
indicators were equal to 1, and low in all other cases.71  
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Table 4.3 Control variables 
Variable Survey Indicator(s) Time 
frame 
Response options Response recoded 
Age BL How old are you? Present [Fill in # years] # years 
Educational 
attainment 
BL What education 
level are you in? 
What educational 
level did you reach? 
Present Primary: 1, 2, 3, 4, 5, 
6, 7, 8 
Secondary: 1, 2, 3, 4 
University: 1, 2, 3, 4 
Any secondary or 
tertiary = 1  
Any years primary = 
0 
Civil status BL Regarding your civil 
status, are you 
currently… 
Present Married with papers 
and living together 
Living with someone 
without papers 
With a steady partner 
but not living together 
Single (widowed, 
divorced, or separated) 
Other 
Non-cohabitating 
steady partner = 2 





separated), no steady 
partner = 0   
 
 
Worksite  BL In the last three 
months (including 





In a club or disco 
In a bar 
In the street 
In a hotel/motel 
In a general store 
In a billiards hall 
Other 
Street = 1 
Sex establishment or 
independently (all 
else) = 0 
Number of 
children 
BL How many children 
do you have? 
Present 1, 2, 3, 4, 5, 6, 7, 8, 9, 







How many [new 
clients/regular 
clients/intimate 
partners] have you 








FU In the last six 
months, have you 
participated in a 
Casa Abierta? 
In the last six 
months, have you 
had contact with a 
navigator, that is a 
colleague that 
provides you with 
support and helps 
you access health 











Contact with a peer 
navigator=1 (If 
else=0) 
Attended one or more 
Casas Abiertas=1 (If 
else=0) 
Attended all six 
individual counseling 




intensity (at least two 
indicators = 1) = 1 
Low intensity if else 
= 0 
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4.4 Data analysis 
Dataset preparation 
I examined missing data, outliers, multicollinearity (correlation > .80 and variance 
inflation factor ≥ 10)324 amongst IVs,324 and differences between participants lost to FU and 
retained. Given the very low level of missing data, I deemed imputation unnecessary and 
conducted complete case analysis.325 I used two analytic samples in multivariable analyses. The 
BL sample was comprised of cases that participated in the BL survey (n=268). Two (0.75% of 
participants at BL) were missing data on key covariates and dropped from the study, yielding a 
final analytic BL sample of 266. The BL/FU (BLFU) longitudinal sample was comprised of 
cases that participated in the study at both BL and FU (n=228). Five (2.19% of participants at 
FU) were missing data on key covariates and dropped from the study yielding a final analytic 
BLFU sample of 223. No instances of problematic multicollinearity were detected. I used two-
tailed tests and a significance level for all analyses of probability value less than or equal to .05.   
To assess whether the individuals who were lost to FU (n=40) after the BL survey 
differed from those who completed the FU survey (n=228), I conducted chi-square and t-tests 
comparing these two groups on age, educational attainment, civil status, IPV at BL, internal 
migration, residence, number of sexual partners, number of children, number of years since HIV 
diagnosis, number of years in sex work, worksite type, HIV care utilization, general health 
status, and drug use. I did not find significant differences between the two groups on any of these 
characteristics.  
Confirmatory factor analysis 
To establish internalized HIV and sex work stigma variables measured using multi-item 
scales, I conducted CFA and examined scale reliability. I conducted CFA on the full BL sample 
(n=268) as this was the largest available sample from the study population. I used a measurement 
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model building process guided by Bollen, Bauer, Kline, and Brown.326, 327, 328, 329 I set the scale of 
the latent variable with the mean at zero and the standard deviation at 1. I produced parameter 
estimates using the robust weighted least squares (WLS) estimator, which performs well under a 
variety of conditions, including moderate and small sample sizes329,330 and a probit link function. 
Robust WLS uses all available data under the assumption that missing data is missing completely 
at random (MCAR).331 I requested standardized model coefficients, and examined residual 
variance signs and communality sizes for evidence of misspecification or other problems. I 
evaluated model fit with the chi-square, Tucker–Lewis Index (TLI), the comparative fit index 
(CFI), and the root-mean-square error of approximation (RMSEA). Models with a TLI and CFI 
of at least 0.95 and an RMSEA value of .05 or less were considered to have good fit.332 RMSEA 
values less than 0.08 suggested adequate model fit.333 I considered a chi-square to degrees of 
freedom ratio equal to two or less to be further evidence of good fit.327 To improve fit, 
correlations between measurement errors for pairs of items were added based on modification 
indices while ensuring that such changes did not conflict with theory.327 Confirmatory factor 
analysis (CFA) was conducted in Mplus software, version 8, and reliability was calculated in 
SAS, version 9.4. Complete CFA results are available in Appendix B. 
Aim 1: Multivariable logistic regression 
I first produced univariate statistics for all variables and determined the unadjusted 
bivariate associations between the IVs and IPV outcome and controls and IPV outcome using 
logistic regression. I examined the Shapiro-Wilk W statistic p-value to determine whether 
quantitative variables were normally distributed (a value less than .05 led to rejection of the null 
hypothesis of normality) and whether it was most appropriate to report medians or means. Due to 
the low levels of workplace sex work and HIV discrimination (abuse in establishment) reported 
(less than 30 participants had non-zero values), those two variables were not included in bi- and 
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multivariable analyses to avoid instability and imprecision in path estimates. 
For both HIV and sex work stigma, I ran two models for each stigma mechanism 
(enacted, anticipated, and internalized), one containing all stigma variables assessing that 
mechanism with controls and one without controls. I then ran the final combined stigma model 
including all stigma variables, with and without control variables. I ran all models using the BL 
and BLFU samples.  
In models using the BLFU sample, the IPV outcome was from FU while all IVs were 
from BL except the intervention exposure intensity control. Control variables were the same in 
BL and BLFU models except for BL IPV and intervention exposure intensity, included in the 
BLFU models only. Those two variables were conceptually plausible mediators as well as 
confounders and thus had the potential to nullify relationships of interest incorrectly. 
Intervention exposure intensity may be mediator given that stigma can hamper FSW 
participation in community empowerment interventions59 and community empowerment 
interventions may reduce FSWs’ risk of violence.139,265 Baseline IPV may be a mediator of 
relationships between stigma at BL and IPV at FU since BL enacted stigma measures were 
lifetime measures and may precede and influence IPV reported at BL. However, I deemed it a 
priority to control for intervention exposure to strengthen external validity, and to control for BL 
IPV to strengthen the case for causal interpretations. I conducted sensitivity analyses to assess 
the effects of inclusion of these two controls in BLFU models on the relationships of interest, 
which are presented in Appendix C. For all analyses, I used two-tailed tests and a p-value less 
than or equal to .05 as the significance level. Logistic regression analyses were performed using 
SAS (version 9.4) and CFA using Mplus, version 8.   
I conducted multivariable analyses using both BL and BLFU samples for the purpose of 
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gaining maximum insight into the relationships of interest despite the limitations of both cross-
sectional and longitudinal approaches to these small intervention study data: intervention 
exposure and attrition in the BLFU sample and simultaneous measurement and lack of temporal 
ordering of variables in the BL sample. Strengths of the cross-sectional approach were use of a 
larger, complete, non-intervention exposed sample, and strengths of the longitudinal approach 
were the establishment of temporal ordering of variables (i.e. BL measures of lifetime stigma 
experiences preceded the outcome, IPV in the last ten months) and control for the BL level of the 
outcome, which strengthened the case for directions of associations aligned with hypotheses and 
causal interpretations.334  
Aim 2: Path analysis 
I estimated path models to assess the indirect effects of enacted and anticipated stigma on 
IPV via economic resources and alcohol use, and the indirect effects of internalized stigma on 
IPV via alcohol use. I used a model building approach recommended by MacKinnon335 for 
multiple mediator models in which separate, simple mediation models are first estimated for each 
of the hypothesized mediators, and then those found to mediate IV/DV relationships are 
combined in a final multiple mediator model. I produced parameter estimates using the robust 
weighted least squares (WLS) estimator, which performs well with moderate and small sample 
sizes,329,330 and a probit link function. I requested standardized model coefficients and evaluated 
model fit with the Tucker-Lewis Index (TLI), comparative fit index (CFI), and root mean square 
error of approximation (RMSEA) statistics, the chi-square/degrees of freedom ratio. Mplus 
produces direct and indirect effects for latent continuous response variables underlying 
categorical DVs, which can be understood to reflect the propensity of participants to have the 
different DV values.327,331 The product of regression coefficients for each ‘a’ path and ‘b’ path 
pair (a*b) constituted an indirect effect.336 Statistical significance of the a*b indirect effects were 
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assessed by computing their standard error and bias-corrected bootstrapped confidence intervals 
(CI) based on 5,000 bootstrap resamples. Bootstrapping is a nonparametric method of estimating 
standard errors and CIs that does not make assumptions about the sampling distribution of the 
indirect effect and provides more accurate Type I error rates and greater power for detecting 
indirect effects than other methods.327,337 The key IVs and controls except intervention exposure 
intensity were from BL and the mediators and IPV outcome from FU. I assessed indirect effects 
for each hypothesized mediated pathway regardless of whether total effects were significant, as 
total effects may be insignificant even when there are significant indirect effects if direct and 
indirect effects have opposite signs, a phenomenon known as inconsistent mediation.338   
For alcohol use, I also produced estimates of “half-longitudinal” indirect effects (HLIEs), 
since measures of this mediator at both BL and FU were available, as the method requires 
(income and savings measures were only available at FU).337,339,340 This method adds rigor to 
mediation analysis conducted with data from only two timepoints. See Appendix D for details 
and results of this analysis. As I was not able to compute HLIEs for all mediators in my study, 
results were not reported in Chapter 6, Manuscript 2, but may I may use this method in future 
mediation research where only two time points are available, using data from this study or other 
sources. 
4.5 Human subjects and ethics 
All Abriendo Puertas study protocols and consent procedures were approved by the 
Institutional Review Boards (IRBs) of the Johns Hopkins Bloomberg School of Public Health 
(IRB # 00004504) and the Instituto Dermatológico y Cirugía del Piel Humberto Bogaert (IDCP) 
(Consejo Nacional de Bioetica en Salud). For UNC-Chapel Hill, the IRB of the Johns Hopkins 
Bloomberg School of Public Health was the IRB of record. The JHSPH IRB approved a protocol 
amendment to add Amelia Rock as a student investigator on May 5, 2016. The UNC Office of 
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Human Research Ethics determined on February 2, 2018 that this dissertation research (study 
#: 17-1164) does not constitute human subjects research as defined under federal regulations [45 
CFR 46.102 (d or f) and 21 CFR 56.102(c)(e)(l)] and does not require IRB approval. 
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CHAPTER 5. HIV STIGMA IS ASSOCIATED WITH INCREASED ODDS OF 
INTIMATE PARTNER VIOLENCE AMONG FEMALE SEX WORKERS LIVING 
WITH HIV IN SANTO DOMINGO (MANUSCRIPT 1) 
5.1 Background 
Intimate partner violence (IPV) victimization among women is associated with a host of 
negative health and social outcomes, including depression and isolation,1-3,143 unprotected sex, 
unintended pregnancy, and HIV infection,5-9,18 suboptimal antiretroviral therapy (ART) 
adherence and viral suppression,15,16  and injury and death.12,13,341-343 Compared to the global 
research, policy, international frameworks, and programming dedicated to IPV against women 
not identified as sex workers, IPV against female sex workers (FSW), especially those living 
with HIV, has received little attention.24-29 Many studies of violence against FSW do not specify 
or disaggregate perpetrators,10,30-33 inhibiting interpretation of their findings with regard to the 
etiology of IPV, as risk factors for IPV may differ from risk factors for client-perpetrated 
violence victimization.2,15,34,35 Among those that do specify perpetrator, the majority focus on 
violence perpetrated by clients and police, even though in many contexts violence from intimate 
partners outside the context of sex work who do not pay for sex acts (e.g. husbands or 
boyfriends) may be more prevalent.2,15,36,37  
Although research has identified a number of factors that may increase the risk of IPV 
victimization among FSW,2,27,32,34,40-42 the influence of stigma— regarded by FSW, people living 
with HIV (PLHIV), and researchers as a powerful structural driver of their health, lived 
experiences, and relationships44,46-53,55,57-59,344,345 – remains understudied. Female sex workers 
living with HIV contend with both HIV stigma and sex work stigma, which are co-constitutive, 
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mutually reinforcing, and exacerbated by stigma associated with other social characteristics, such 
as gender, race, and class,58,60,61 an interplay defined as intersectional stigma.62-64 Stigma is the 
co-occurrence of labeling of people who have a socially significant characteristic, linking of 
labels to negative meanings and stereotypes, and separation of, discrimination against, and social 
status loss of the stigmatized, all within a context of unequal power relations, per Link and 
Phelan.84 In fundamental cause theory of stigma, Hatzenbuehler et al.65 describe processes 
through which stigma produces various adverse social and health outcomes among stigmatized 
people, including negatively affecting their available resources, social relationships, and 
psychological and behavioral responses.65(p814) When these processes are considered in tandem 
with empirical and theoretical scholarship on IPV risk factors among FSW and others, stigma 
emerges as a potential important structural driver of IPV.  
Stigma depletes availability of resources such as money, health care, and law 
enforcement protection through discrimination by employers, health providers, law enforcement, 
and others.65(p814) Depletion of economic resources, due, for example, to HIV workplace 
discrimination, may hamper women’s ability to leave or have power within abusive intimate 
partner relationships, which may increase their risk of IPV.184 Reduced availability of health 
services186 may limit access to support that can help women leave violent relationships and 
otherwise avoid IPV, such as counseling and referrals to IPV-focused services.53,200,265,279 Law 
enforcement discrimination such as police physical abuse and refusal to provide protection to 
FSW are barriers to their receiving police and judicial protection from 
IPV.10,32,47,113,175,186,207,252,308 Exclusion and abuse of the stigmatized by their social network 
members and anticipated such maltreatment decreases access to social support that is protective 
against IPV.2,34 Finally, stigmatization leads to psychological and behavioral responses such as 
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depression, diminished self-esteem, and alcohol use for affect regulation, which are positively 
associated with IPV risk. Internalized stigma and low self-esteem may lead individuals to justify  
violence perpetrated against them and undermine their capacity to terminate abusive 
relationships,62,65,258 while alcohol intoxication may compromise FSWs’ ability to detect and 
escape violent situations.154 Research to investigate the relationship between stigma and IPV risk 
among FSW living with HIV is needed.  
As reflected above, empirical studies show that different mechanisms of stigma—
enacted, anticipated, and internalized—have distinct relationships with health outcomes.66,67 This 
indicates that knowledge of relationships of multiple mechanisms of stigma with IPV will be 
needed to develop well-targeted interventions. In addition, simultaneous examination of stigma 
associated with multiple social characteristics is needed to best reflect the lived experiences of 
people experiencing intersectional stigma, and may serve to fill a gap in interventions addressing 
it.346 On a technical level, inclusion of multiple stigma mechanisms in the same quantitative 
models may minimize path estimation error, given research demonstrating relationships amongst 
different stigma experiences, which could confound results if not accounted for.303,347 Thus, this 
study assesses whether enacted, anticipated, and internalized stigma associated with both HIV 
and sex work predict IPV victimization (physical or sexual) among FSW living with HIV. I 
hypothesize that HIV and sex work stigma will be associated with increased odds of IPV among 
FSW living with HIV. This study will help address the gap in research on the etiology of IPV 
perpetrated against FSW by intimate partners outside the context of sex work and advance 
knowledge on the influence of stigma on FSW living with HIV. Findings may help guide design 
of programs and policies to reduce the burden of IPV, with positive downstream effects on other 
indicators of health and wellbeing.  
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I analyze longitudinal data from a cohort of FSW living with HIV in Santo Domingo, 
Dominican Republic,70,71 where an estimated 3.3% of the country’s adult female population sells 
sex in exchange for money or goods.254 HIV prevalence among FSW is approximately 4.4%,229 
six-fold greater than the national adult HIV prevalence of 0.7%.348 A fifth of FSW in Santo 
Domingo reported experiencing at least one type of abuse in the past year, including physical 
maltreatment, rape, and robbery or assault, in 2012.229 A previous analysis of the current study 
cohort at BL found that 18.3% experienced violence from a sexual partner in the last six months, 
with a greater proportion reporting violence from intimate partners (12.3%) than from clients 
(8.3%).15 Among women broadly in the Dominican Republic, IPV is the fourth leading cause of 
death.248 Anthropological and public health research illustrate anti-violence against women 
discourse in public space and media coverage, popular awareness of the issue,204,238-243 and 
seemingly low social acceptability: the percentage of Dominican women and men agreeing to at 
least one instance where “wife-beating” is justified is low (six percent), particularly when 
compared to other low and middle income countries.244 However, the landscape of norms and 
attitudes toward IPV is multifaceted and contradictory—qualitative studies suggest that victim 
blaming and normalization of IPV are pervasive.245(p547),246,247  
5.2 Methods 
Parent study 
I analyzed BL and FU survey data from an evaluation of Abriendo Puertas (Opening 
Doors), a multi-level intervention promoting HIV care and prevention with a cohort of 250 FSW 
living with HIV in Santo Domingo, Dominican Republic (2012-2014).70,71 The surveys, which 
included measures of enacted, anticipated, and internalized HIV and sex work stigma, were 
conducted at BL and ten months FU. 
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Sampling, recruitment, and data collection 
Participants were recruited via a non-random sampling approach led by peer navigators 
(current/former FSW experienced in conducting HIV outreach, prevention, and proving support 
for PLHIV). Navigators approached women they knew or were referred to through their ongoing 
community-based work with sex workers, and recruited from the HIV clinic in coordination with 
clinic staff. Women who were participating in the study also provided referrals.70   
To be eligible for the study women had to meet the following criteria: be at least 18 years 
of age, be HIV-positive, and report having exchanged sex for money in the last month. HIV 
status was confirmed via a single rapid test (Retrocheck) prior to the BL survey.70 From 
November 2012 to February 2013, 268 FSW were enrolled and completed a BL survey. Of 
those, 250 participated in the intervention, and 228 (91%) were retained at ten month FU and 
completed FU surveys between November and December 2013. A trained Dominican female 
interviewer administered structured paper surveys to participants in Spanish in a private office. 
Following the surveys, participants provided vaginal swabs for STI testing and whole blood 
samples for HIV viral load testing, which were collected by a physician. 
All participants provided consent prior to data collection. Consent was obtained orally to 
minimize potential breaches in confidentiality. All study protocols and consent procedures were 
approved by the Institutional Review Boards of the Johns Hopkins Bloomberg School of Public 
Health, the University of North Carolina, and the Instituto Dermatologico y Cirugia de Piel Dr. 
Humberto Bogart Diaz, the Dominican research partner for the study, which oversaw all local 
data collection. Each participant received approximately 10 U.S. dollars for completing each 
survey visit. 
Measures 




Intimate partner violence 
Seven IPV questions, adapted from the WHO Violence Against Women Instrument,15,72 
asked whether participants had or had not experienced particular acts of physical or sexual 
violence (e.g. been pushed, kicked, forced to have sex) perpetrated by intimate partners, new 
clients, and regular clients in the last six months. The questions were asked separately for each of 
these partner types. Intimate partners were defined as sexual partners with whom a participant 
had sex three or more times who did not pay per sexual act although they may have given her 
money (e.g. for rent). If a participant answered “yes” to any of the seven questions regarding 
violence perpetrated by an intimate partner, she was considered to have experienced IPV. The 
seven IPV questions were included in both BL and FU surveys, but their timeframe was “in the 
last six months” in the BL survey and “since you started the study” (i.e. the previous ten months) 
in the FU survey. In the BL survey, the seven IPV questions were only posed to participants who 
had replied affirmatively to at least one of two preceding questions regarding whether they had 
had conflict with or received maltreatment from sexual partners. In the FU survey, the seven IPV 
questions were posed to all participants.   
Independent variables 
Stigma 
Measures of enacted, anticipated, and internalized HIV stigma were adapted from 
existing HIV stigma scales311,312 and draw on the Earnshaw 313 HIV Stigma Framework.70 The 
sex work stigma measures were adapted from the HIV measures, given the scarcity of validated 
sex work measures at the time of survey design,314,315 by changing “HIV” to “sex work” in all 
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items.4 The surveys did not include measures of anticipated sex work stigma due to the parent 
study’s focus on HIV and the lack of available sex work stigma measures. All complete stigma 
measures are presented in Appendix A. 
Enacted stigma is defined as the experience of being discriminated, stereotyped, or 
prejudiced against due to a social characteristic (e.g. being HIV positive or a sex worker). Based 
on public health, anthropological, human rights, and psychometric literatures,92,93,258,267,269,272-277 
I identified five forms of enacted stigma experienced by PLHIV and FSW in the Dominican 
Republic: social discrimination, health service discrimination, workplace discrimination (job 
loss), workplace discrimination (establishment abuse), and law enforcement discrimination. All 
of these forms apply to stigma related to both HIV and sex work, except for law enforcement 
discrimination, which refers to sex work only. Social discrimination includes gossip, contempt, 
verbal abuse, linking HIV and sex work to one another (e.g. attributing FSWs’ HIV status to 
their sex work, or assuming FSW are HIV-positive) and to other negative meanings, and 
rejection by friends, family, and community members. Health service discrimination 
encompasses providers’ refusal to provide services, behaving distantly or hostilely, and outing 
HIV or sex worker status to clinic or family/partners. Workplace discrimination (job loss) 
indicates having been fired and/or excluded from hiring due to HIV or sex worker status. 
Workplace discrimination (establishment abuse) includes verbal or physical abuse within sex 
work workplaces by establishment owners or FSW colleagues, e.g. FSW physically assaulting 
FSW living with HIV due to their HIV status or outing their status to clients. Law enforcement 
discrimination encompasses police arbitrary arrest, extortion, sexual/physical/verbal abuse, 
 
4 Since then, a comprehensive, reliable, and valid scale to measure sex work stigma has been developed using data 
from FSW in the Dominican Republic and Tanzania. 316. Kerrigan D, Karver T, Barrington C, et al. Development 
of the experiences of sex work stigma scale using item response theory: Implications for research on the social 
determinants of HIV. Under review 2020. 
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refusal to provide protection, and blaming FSW for experiencing abuse.  
To measure these constructs, I selected binary survey items assessing lifetime enacted 
stigma experiences and combined them to create multi-item indices or used them as single item 
measures. All multi-item indices are comprised of two to four items. Mean scores (range: 0-1) 
were calculated for multi-item indices that had at least one item with a non-missing value. 
Workplace HIV and sex work discrimination (job loss) measures were assessed with one binary 
item, “Have you ever lost a job because you are living with HIV/are a sex worker?” Per 
DeVellis, an index is a “superordinate label for the several discrete variables that contribute to 
it,” and which independently influence the level of the index.317 Given this, items will not 
necessarily correlate with one another.317 Thus, reliability analyses for the indices are not 
reported.  
Anticipated HIV stigma. Anticipated stigma refers to expectations of discrimination, 
stereotyping, and/or prejudice from others in the future due to a social characteristic. Five survey 
items assessed anticipated HIV stigma: you are afraid you could be threatened with violence if 
your HIV status were known; you are afraid that if you disclosed your HIV status to your friends, 
they would lose respect for you; you are afraid that if you disclose your HIV status to the women 
with whom you work, they could take your clients; you are afraid your partner could leave you if 
your HIV status were known; you are afraid that your family could exclude you from regular 
family activities if your HIV status were known. For each item, participants were prompted to 
endorse five statements on a 4-point Likert scale (1 = strongly disagree; 2 = disagree; 3 = agree; 
4 = strongly agree). The items reflect different feared forms of discrimination, which may have 
different levels of importance or impact for participants, and thus different relationships with 
IPV risk. The items “you are afraid you could be threatened with violence if your HIV status 
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were known” and “you are afraid your partner could leave you if your HIV status were known” 
were also expected to relate more strongly to IPV than other items because they possibly 
captured known proximal correlates of IPV, perceived risk of violence319 and abandonment 
anxiety,320 respectively. Thus, the anticipated stigma items were included in models as discrete 
variables. 
Internalized stigma. Internalized stigma is defined as the application of negative attitudes 
towards one’s stigmatized characteristic to oneself. Two eight-item scales, previously validated 
using Abriendo Puertas FU data,321 assessed participants’ levels of internalized HIV stigma and 
internalized sex work stigma. Participants were prompted to respond to statements such as 
“Being a sex worker makes you feel like a bad person” and “You feel worthless because you are 
living with HIV” on a 4-point Likert scale ranging from strongly disagree to strongly agree. I 
conducted confirmatory factor analysis (CFA) of the scales, which indicated strong 
unidimensionality and internal reliability and that all eight items loaded significantly on the 
latent constructs in both cases (Cronbach’s alpha = 0.87 for both; all loadings p<.001). The final 
scales exhibited adequate fit (CFI = 0.99, TLI = 0.98, and RMSEA = 0.08 for both). Mean scores 
were calculated for both multi-item scales when at least one item had a non-missing value 
(range: 1-4). Complete final scales are presented in Appendix A and results from CFA are 
presented in Appendix B. 
Controls 
Variables were included as controls if they were theoretically plausible causes of both 
independent stigma variables and the IPV outcome, i.e. potential confounders. Those that were 
also potential mediators of stigma/IPV relationships were not included so as to avoid their 
incorrectly nullifying the relationships of interest. All control variables were drawn from BL 
survey data except intervention exposure intensity.   
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Socio-demographic factors  
Age (years), educational attainment (any years primary/any secondary or tertiary school), 
and civil status (has cohabiting partner/non-cohabiting partner/no partner, including separated, 
widowed, divorced). 
Number of sexual partners per month 
Participants reported the number of new and regular clients and intimate partners they 
had had in the last 30 days. New clients were those with whom they had sex once or twice. 
Regular clients were those with whom they had sex at least three times and who pay for sex.  
Intervention exposure intensity 
The intensity of FSWs’ exposure to the Abriendo Puertas intervention, the main exposure 
in dose-response analyses of the Abriendo Puertas intervention impact,71 was used as a control 
for effects of Abriendo Puertas participation. A binary indicator variable was created for each 
main intervention component: attending all individual counseling sessions, having a peer 
navigator, and participating in community mobilization activities. Counseling session attendance 
data were sourced from program attendance records, and the other indicators were assessed in 
the survey. Intervention exposure intensity was defined as high/moderate if at least two 
indicators were equal to 1, and low in all other cases.71  
Data analysis 
I produced univariate statistics for all variables and determined unadjusted bivariate 
associations between stigma measures and IPV and control variables and IPV using logistic 
regression. I examined correlations and multicollinearity amongst IVs using standard metrics 
(correlation > .80 and variance inflation factor ≥ 10).324 Due to the very low levels of workplace 
sex work and HIV discrimination (abuse in establishment) reported, those two variables were not 
included in bi- and multivariable analyses to avoid instability and imprecision in path estimates.  
 
 104 
For multivariable modeling, I used two analytic samples. The BL cross-sectional sample 
was comprised of complete cases that participated in the BL survey (n=268) and the BL/FU 
(BLFU) longitudinal sample was comprised of complete cases that participated in the BL and FU 
surveys (n=223). In models using the BLFU sample, the IPV outcome was from FU while 
IVs were from BL, except the intervention exposure intensity control. For both HIV and sex 
work stigma, I ran two models for each stigma mechanism (enacted, anticipated, and 
internalized), one containing all stigma variables assessing that mechanism with controls and one 
without controls. I did this using both BL and BLFU samples. I then ran the final combined 
stigma models including all stigma variables, with and without control variables, again using the 
BL and BLFU samples. Two control variables included in the BLFU models—BL IPV and 
intervention exposure intensity—were conceptually plausible mediators as well as confounders 
and thus had the potential to nullify relationships of interest incorrectly, but were considered 
necessary to include. I conducted sensitivity analysis to examine how including them influenced 
the strength and significance of the relationships of interest. I used two-tailed tests and a p-value 
less than or equal to .05 as the significance level for all analyses. Logistic regression analyses 
were performed using SAS (version 9.4) and confirmatory factor analysis using Mplus, version 
8.   
I conducted multivariable analyses using both BL and BLFU samples for the purpose of 
gaining maximum insight into the relationships of interest given the limitations of both cross-
sectional and longitudinal approaches to analyzing these small intervention study data: 
intervention exposure and attrition in the BLFU sample and simultaneous measurement and lack 
of temporal ordering of variables in the BL sample. Strengths of the cross-sectional approach 
were use of a larger, complete, non-intervention exposed sample, and strengths of the 
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longitudinal approach were the establishment of temporal ordering of variables (i.e. BL measures 
of lifetime stigma experiences preceded the outcome, IPV in the last ten months) and control for 
the BL level of the outcome, which strengthened the case for directions of associations aligned 
with hypotheses and causal interpretations.334   
I tested the following hypothesis: FSW living with HIV reporting higher levels of HIV 
stigma (enacted, anticipated, and internalized) and sex work stigma (enacted and internalized) 
will report greater odds of IPV compared to those who report lower levels of stigma.    
5.3 Results 
After describing participant socio-demographic and behavioral characteristics, I report 
multivariable findings from the BL analyses (n=266), followed by multivariable findings from 
the longitudinal analyses (n=223). Findings from bivariate and multivariable analyses without 
control variables are available in Appendices F and G, respectively. 
Sample characteristics 
Table 5.1 presents socio-demographic and behavioral characteristics of participants at BL 
(n=266). The prevalence of participants reporting having experienced one or more forms of 
physical or sexual violence perpetrated by an intimate partner in the past six months at BL was 
12.03% (n=32) and at FU was 14.80% (33). The median age was 36 (range: 18-61) and 
approximately two thirds had primary school level of education (any number of years; 64.29%). 
The majority of participants had a steady partner, with 38.7% cohabiting and 42.11% not 
cohabiting with their partner. Nearly a fifth (18.80%) did not have a steady partner. Those who 
worked in the street during the past three months comprised 56.02% of the sample, while the 
others worked in sex establishments or independently (43.98%).   
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Table 5.1 Socio-demographic and behavioral characteristics, Abriendo Puertas baseline 
survey (n=266) 
Characteristic Median (range, IQR) or 
percentage (frequency) 
Baseline physical/sexual IPV victimization (past six mos.)   
 
Yes 12.03 (32) 
No 87.97 (234) 
Follow up physical/sexual IPV  
victimization (past ten mos.)* 
 
 
Yes 14.80 (33) 
No 85.20 (190) 
Age (years) 36 (18-61, 12) 
Educational attainment  
Primary school (any number years) 64.29 (171) 
Any secondary or tertiary school (any number years) 35.71 (95) 
Civil status  
Lives with spouse/steady partner 38.72 (103) 
Non-cohabitating steady partner 42.11 (112) 
Single (no steady partner, separated, divorced, widowed) 18.80 (50) 
Residence  
Urban (cities/major towns) 90.60 (241) 
Rural community 9.40 (25) 
Internal migration (past 12 mos.)  
Yes 10.90 (29) 
No 89.10 (237) 
Number of children 3 (0--8, 2) 
Years in sex work 15 (<1-45, 13) 
Worksite   
The street 56.02 (149) 
Sex establishment or independent 43.98 (117) 
Number of sexual partners/mo. 12 (1-51, 10) 
Years since HIV diagnosis***  5 (<1-31, 5)  
General health status   
Excellent 13.91 (37) 
Very good 24.81 (66) 
Good 22.56 (60) 
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Average 26.69 (71) 
Bad 12.03 (32) 
HIV services utilization (times received HIV care, past 
six mos.) 
3 (0-12, 4) 
Alcohol use frequency (past mo.)  
Frequent (a few times/week, once/week, weekends) 35.34 (94) 
Infrequent (once/mo., rare occasions, once/two weeks) 24.81 (66) 
Never 39.85 (106) 
Drug use (past six mos.)  
Yes 7.89 (21) 
No 92.11 (245) 
Income (USD**)* 193.30 (0.00-1030.93, 128.87) 
Savings (USD**)* 0.00 (0.00-128.87, 12.89) 
Intervention exposure intensity*  
High/moderate 70.40 (157) 
Low 29.60 (66) 
*Measured at FU (n=223).  
**Per January 2012 Dominican Pesos to U.S. Dollars exchange rate (38.8 DOP/1 USD) 
***Missing=2 
 
Levels of enacted, anticipated, and internalized stigma  
Table 5.2 presents participants’ levels of enacted, anticipated, and internalized stigma 
reported at BL. Regarding lifetime enacted sex work stigma, the median level of all multi-item 
measures was zero. The mean level of social discrimination was 0.21 (SD: 0.33), health services 
discrimination was 0.06 (SD: 0.17), law enforcement discrimination was 0.11 (SD: 0.31), and 
workplace discrimination (establishment abuse) was .06 (SD: 0.21). The percentage of 
participants reporting workplace sex work discrimination (job loss) was 10.98% (n=29). 
Regarding lifetime enacted HIV stigma, the median level of all multi-item measures was also 
zero. The mean level of social discrimination was 0.23 (SD: 0.33), health services discrimination 
was 0.14 (SD: 0.26), and workplace discrimination (establishment abuse) was 0.01 (SD: 0.10). 
The percentage of participants who reported workplace HIV discrimination (job loss) was 
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22.25% (n=59). With respect to anticipated HIV stigma, the median level of fear of being 
threatened with violence and of losing friends’ respect if one’s HIV status were disclosed was 
3.00 (range: 1.00-4.00). The median level of fear of colleagues stealing your clients, partner 
abandonment, and exclusion by family members if one’s HIV status were disclosed was 2.00 
(range: 1.00-4.00, IQR: 2.00). The median level of internalized HIV stigma was 2.25 (range: 
1.00-4.00, IQR: 0.88) and of internalized sex work stigma was 2.25 (range: 1.00-4.00, 1.00). 
Table 5.2 Experiences of enacted, anticipated, and internalized stigma (n=266) 
 Baseline 
 





Enacted stigma   
Sex work   
Social discrimination 0 (0.00-1.00, 0.33) 0.21 (0.33) 
Health services discrimination 0 (0.00-1.00, 0.00) 0.06 (0.17) 
Law enforcement discrimination 0 (0.00-1.00, 0.00) 0.11 (0.31) 
Workplace discrimination (job loss) 10.98 (29) - 
Workplace discrimination 
(establishment abuse) 0 (0.00-1.00, 0.00) .06 (0.21) 
HIV  
Social discrimination 0 (0.00-1.00, 0.33) 0.23 (0.33) 
Health services discrimination 0 (0.00-1.00, 0.33) 0.14 (0.26) 
Workplace discrimination (job loss)  22.35 (59) - 
Workplace discrimination 
(establishment abuse) 0 (0.00-1.00, 0.00) 0.01 (0.10) 
Anticipated HIV stigma 
Fear of threat of violence 3.00 (1.00-4.00, 1.00) - 
Fear of losing friends' respect 3.00 (1.00-4.00, 1.00) - 
Fear of colleagues taking clients 2.00 (1.00-4.00, 2.00) - 
Fear of partner abandonment 2.00 (1.00-4.00, 2.00) - 
Fear of family exclusion 2.00 (1.00-4.00, 2.00) - 
Internalized stigma  
HIV 2.25 (1.00-4.00, 0.88) - 
Sex work 2.25 (1.00-4.00, 1.00) - 
 
Table 5.3 presents a Pearson correlation coefficient matrix for all stigma variables. 







Table 5.3 Stigma variables Pearson correlation coefficients matrix (n=266) 
 
  Enacted sex work Enacted HIV Anticipated HIV Internalized  











1.00                           
                          
Health 
0.35 1.00                         
<.001                         
Work 
0.37 0.30 1.00                       
<.001 <.001                       
Law 
0.30 0.17 0.20 1.00                     








0.54 0.24 0.28 0.17 1.00                   
<.001 <.001 <.001 <.001                   
Health 
0.22 0.49 0.15 0.20 0.31 1.00                 
<.001 <.001 0.02 <.001 <.001                 
Work 
0.20 0.16 0.42 0.13 0.34 0.25 1.00               












0.08 0.14 0.05 0.02 0.00 0.05 -0.02 1.00             
0.19 0.02 0.37 0.76 0.98 0.42 0.80             
Friends 
0.13 0.18 0.12 0.05 0.04 0.03 -0.08 0.57 1.00           
0.03 <.001 0.05 0.46 0.47 0.61 0.20 <.001           
Col. 
0.25 0.18 0.14 0.27 0.14 0.18 0.04 0.19 0.26 1.00         
<.001 <.001 0.02 <.001 0.03 <.001 0.47 <.001 <.001         
Partner 
0.03 0.00 0.00 -0.08 -0.06 -0.07 -0.06 0.04 0.11 0.05 1.00       
0.63 0.98 0.99 0.19 0.36 0.26 0.32 0.49 0.08 0.40       
Family 
0.14 0.05 -0.05 0.07 0.13 0.08 -0.08 0.15 0.25 0.12 0.21 1.00     









0.14 -0.01 0.08 0.04 0.12 0.06 -0.03 0.10 0.23 0.15 0.14 0.20 1.00   
0.02 0.83 0.18 0.50 0.04 0.37 0.57 0.09 <.001 0.01 0.02 <.001   
HIV 
0.21 0.09 0.08 0.11 0.22 0.05 -0.04 0.30 0.38 0.24 0.19 0.27 0.63 1.00 




Final baseline model 
In the final, combined stigma BL model, the association between workplace HIV 
discrimination (job loss) and IPV was significant, adjusting for all other forms of stigma and 
controls (see Table 5.4). Those who had experienced workplace HIV discrimination (job loss) 
had 5.60-times the odds of IPV compared to those who had not (95% C.I.: 1.94, 16.18; p=.002). 
The adjusted association between anticipated HIV stigma in the form of fear that your family 
could exclude you from family activities if your HIV status were known and IPV was also 
significant (aOR: 1.78, 95% C.I.: 1.12, 2.82; p=.02).  
Final, combined stigma model results were consistent with single stigma mechanism 
models results, despite minor differences in adjusted ORs and p-values. In the enacted stigma 
model, the adjusted odds of IPV among FSW who had experienced workplace HIV 
discrimination (job loss) compared to others was 4.09 (95% C.I.: 1.51, 11.03; p=.002), and in the 
anticipated stigma model, the adjusted odds of IPV among those reporting fear that your family 
could exclude you from family activities if your HIV status were known was 1.57 (95% C.I.: 





Table 5.4 Adjusted odds of IPV in the last six months by experiences of enacted, 
anticipated, and internalized stigma among female sex workers living with HIV in Santo 
Domingo at baseline (n=266) 






Enacted sex work stigma 
Social discrimination 2.04 0.45 9.21 .35 
Health services discrimination 1.29 0.08 19.77 .86 
Workplace discrimination (job 
loss) 
1.62 0.45 5.88 .46 
Law enforcement 
discrimination 
3.06 0.69 13.53 .14 
Enacted HIV stigma 
Social discrimination 0.39 0.08 1.85 .23 
Health services discrimination 0.75 0.12 4.58 .76 
Workplace discrimination (job 
loss) 
5.60 1.94 16.18 .002 
Anticipated HIV stigma 
Fear of threat of violence 1.33 0.76 2.35 .32 
Fear of losing friends' respect 0.70 0.35 1.39 .31 
Fear of colleagues taking 
clients 
0.95 0.64 1.42 .82 
Fear of partner abandonment 0.82 0.55 1.23 .33 
Fear of family exclusion 1.78 1.12 2.82 .02 
Internalized stigma 
Sex work 1.14 0.52 2.48 .74 
HIV 1.59 0.65 3.88 .31 
Controls 
Educational attainment 0.59 0.22 1.56 .29 
Age 0.94 0.89 0.99 .02 
Civil status:         
Cohabitating steady partner 
(vs no partner) 
5.32 1.01 28.02 .05 
Non-cohabitating steady 
partner (vs no partner) 
1.48 0.25 8.78 .67 
Number of sexual partners per 
month  




Final longitudinal model 
In the final, combined stigma longitudinal model, anticipated HIV stigma in the form of 
fear that your colleagues could take your clients if you disclosed your HIV status to them 
predicted increased odds of IPV at FU, adjusting for BL IPV and other controls. See Table 5.5. 
For every increase in the level of fear of colleagues taking clients, the odds of IPV increased by a 
factor of 1.70 (95% C.I.: 1.12, 2.57; p=0.01).   
Final, combined stigma model results were consistent with enacted stigma model results 
(no significant relationships) and fear of colleagues taking clients was associated with IPV: 
aOR=1.72, 95% CI: 1.16, 2.56; p=0.01. However, the adjusted relationship between internalized 
HIV stigma and IPV (aOR=2.24, 95% CI:1.05 4.78; p=0.04) was significant in the internalized 
stigma model but not in the final combined stigma model. See Appendix G for full results from 




Table 5.5 Adjusted odds of IPV at follow up (last ten mos.) by baseline enacted, anticipated, 
and internalized stigma among female sex workers living with HIV (n=223) 






Enacted sex work stigma 
Social discrimination 0.72 0.14 3.63 .69 
Health services discrimination 1.39 0.09 21.75 .82 
Workplace discrimination (job 
loss) 
1.39 0.35 5.52 .64 
Law enforcement 
discrimination 
0.62 0.11 3.64 .60 
Enacted HIV stigma 
Social discrimination 1.67 0.32 8.61 .54 
Health services discrimination 1.22 0.17 8.74 .84 
Workplace discrimination (job 
loss) 
1.15 0.35 3.78 .82 
Anticipated HIV stigma 
Fear of threat of violence 1.60 0.84 3.03 .15 
Fear of losing friends' respect 0.61 0.31 1.22 .16 
Fear of colleagues taking 
clients 
1.70 1.12 2.57 .01 
Fear of partner abandonment 1.08 0.73 1.61 .69 
Fear of family exclusion 0.92 0.58 1.45 .71 
Internalized stigma 
Sex work 0.73 0.31 1.71 .46 
HIV 2.06 0.80 5.30 .14 
Controls 
Educational attainment 0.70 0.25 1.95 .49 
Age 0.99 0.94 1.05 .79 
Civil status:         
Cohabitating steady partner 
(vs no partner) 
7.94 1.37 45.92 .02 
Non-cohabitating steady 
partner (vs no partner) 
3.25 0.53 20.06 .20 
Number of sexual partners per 
month  
1.00 0.95 1.06 .89 
Baseline IPV 6.79 2.20 20.96 .001 
Intervention exposure intensity 0.65 0.23 1.85 .42 
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As presented in Appendix C, sensitivity analysis indicated that controlling for BL IPV 
and intervention exposure intensity in the final longitudinal model did not substantially affect 
findings on the relationships of interest. When BL IPV was excluded from the final model, a 
slight decrease in strength of the significant relationship found in the full model between fear 
that your colleagues could take your clients if you told them your HIV status and IPV occurred 
(model without BL IPV control aOR=1.58, 95% C.I.: 1.06, 2.35; p=.03). Exclusion of 
intervention exposure intensity also led to a slight decrease in the strength of that that 
relationship (model without intervention exposure control aOR=1.66, 95% C.I.: 1.10, 2.49; 
p=.02). No other notable changes compared to the full longitudinal model results occurred when 
these controls were excluded.  
5.4 Discussion 
Study results suggest that HIV-related job loss, fear of family exclusion due to HIV, and 
fear of colleagues taking one’s clients if one’s HIV status were known may constitute risk factors 
for IPV among FSW living with HIV. These relationships may be attributable to the influence of 
these forms of stigma on availability of resources, psychological and behavioral responses, and 
social relationships, as argued below in line with fundamental cause theory of stigma. Findings 
illustrate the state of economic and social precarity FSW living with HIV experience due to 
stigma, combined with other features of their structural context. Per Judith Butler, precarity is 
“the politically induced condition in which certain populations suffer from failing social and 
economic networks . . . becoming differentially exposed to injury, violence, and death.”349p.25 
Precarity often refers to “uncertain, unpredictable, and risky”350(p.2) conditions of labor.  In 
addition to detrimental impacts of depleted economic and social resources due to stigma on IPV 
risk, I argue below that the uncertainty and fear of the potential for such losses characterizing a 




A fifth of participants reported ever having lost a job due to HIV, possibly reflecting HIV 
testing by employers, which is pervasive in the Dominican Republic despite anti-HIV 
discrimination labor laws, per increasing evidence.267,269,275,277,280,351,352 Employers of hotels, 
restaurants, factories, and domestic services fire employees and eliminate job applicants based on 
mandatory and involuntary testing.258,267,275,277,280,353 Job loss due to HIV may increase the odds 
of IPV by reducing available economic resources. Feminist economics household bargaining 
theory explains that negative relationships between economic resources and IPV risk result from 
women having fewer real and potential resources outside the household, such as employment and 
income, which reduces their power to resist male dominance in the household and negotiate 
better outcomes, such as decision-making authority and nonviolence.184,286,287 The lesser 
women’s ability to support themselves and their dependents and the less viable their “exit 
options”184(p2) from the relationship, the less likely they are to be able to reject abuse.255 In the 
Dominican Republic, no previous quantitative studies have examined the relationship between 
economic resources and IPV among FSW, but this finding is consistent with a study that found 
unemployed ever married women to have nearly twice the predicted probability of experiencing 
IPV compared to their employed counterparts, with the strongest effect among asset-poor urban 
women.184   
Empirical studies indicate that household bargaining theory is applicable to this 
population even though they often do not share a household with their intimate partners and have 
multiple intimate partners,271 in contrast to heteronormative assumptions implicit in the theory. 
Global studies of economic correlates of violent victimization by any perpetrator among FSW 
such as income,151,188 housing,31,32 and having a bank account187 show negative relationships. 
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Substantiating the role of power within intimate partner relationships vis à vis IPV risk that the 
theory encompasses, nearly all quantitative studies examining FSWs’ relationship power find it 
to be inversely associated with IPV.35,40-42,182,183 Qualitative research in this setting also 
illustrates how economic resources influence FSWs’ relationship decision-making—they 
describe male intimate partners as key resources for covering basic economic needs, seeking out 
partners to help, and lacking partners as a significant economic stressor.92,93,255,271 Low income 
women in the Dominican Republic generally face great difficulty in supporting themselves alone 
due to the high costs of living and burden of dependent care, which falls nearly completely on 
women, combined with inadequate social protections.88,92,93,227,255,257 Initiating or maintaining 
relationships with male partners to share these burdens—which, for PLHIV, include costs related 
to life-saving HIV care and treatment269,280—may be a necessary or preferable arrangement, even 
when relationships are abusive.18,255  
Depleted economic resources may also influence the risk of IPV in this population by 
causing stress that degrades intimate partner relationship wellbeing. Social stress theory354,355 
indicates that poverty imposes strain on individuals that results in conflict with others. The strain 
of poverty affects aspects of intimate partner relationship wellbeing that correlate with IPV risk, 
including relationship satisfaction and levels of conflict, in empirical studies with mainly non-
sex worker populations.113,133,135,356-360 Financial strain may undercut relationship wellbeing by 
increasing opportunities for conflicts and tensions, degrading the quality of communication and 
problem solving, increasing the likelihood partners’ problematic personality traits are expressed, 
and diminishing resources for shared experiences and activities that nurture the 
relationship.357,361 Strain due to the female partner’s job loss may be especially pronounced if she 
had previously contributed substantially to household economic resources, a common scenario 
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within FSWs’ intimate partner relationships in the Dominican Republic where men’s economic 
opportunities are also highly contrained.255,271 Alternatively, stress, conflict, and IPV in intimate 
partner relationships may arise in response to a female partner’s new HIV diagnosis alone309 due 
to its implications for male partners’ health and relationship fidelity; this could account for the 
association between job loss due to HIV and IPV, given that many people receive their diagnosis 
through illegal employer testing that leads to job loss, as described above. Future studies should 
explore this possibility, as well as the effects of workplace HIV discrimination on couple level 
indicators of relationship wellbeing. 
Among women who are not already involved in sex work, losing a job due to HIV 
discrimination leads some to enter the sex industry.277 Possibly reflecting this trajectory, 19% of 
Abriendo Puertas participants reported first becoming involved in sex work subsequent to their 
HIV diagnosis.70 Entering the sex industry in the stressful circumstance of an economic shock 
could foster couple tension, conflict, and IPV.162,193,194 Studies with sex workers and their 
partners in contexts of scarce economic opportunity show how male partners who are unable to 
support the couple financially and eliminate the need for the female partner to do sex work can 
experience feelings of sadness, anger, jealousy, and emasculation—especially if the female 
partner makes more money161—which are exacerbated by stigmatizing views of sex 
work.113,162,193,271   
Deleterious effects of job loss due to HIV on individual mental health and self-esteem – 
exemplifying psychological and behavioral responses to stigma –could also explain its 
association with IPV.277,280 Job loss and denial of work opportunities cause depression and 
undermine feelings of autonomy and dignity among PLHIV.196,277,280 Depression and low self-
esteem may, in turn, increase the risk of experiencing IPV by undermining motivation and 
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feelings of capacity to leave abusive relationships.2,3,50,143,147,258,265,362 Negative emotional states 
also spur affect regulation behaviors like alcohol consumption, which increases FSWs’ IPV 
victimization risk, possibly by compromising their ability to detect and escape from potentially 
violent situations.2,35,152-154,205,212,260,261,306 Finally, minority stress theory-based studies—which 
examine the disproportionate disease burden borne by people of minority sexual orientation and 
other marginalized populations due to the social stress of stigma355—show that negative 
psychological responses to stigma, such as depression and rumination, degrade intimate partner 
relationship wellbeing, which can in turn increase the risk of IPV. 363,364 The mental health 
impact of workplace HIV discrimination and its mediating role in the discrimination/IPV 
relationship is another important area of future research. 
The positive relationship between the fear of being excluded from regular family 
activities due to one’s HIV status and odds of IPV may reflect detrimental effects of anticipated 
stigma may on social relationships. Women living with HIV and FSW have described how fear 
of discrimination prevents them from disclosing their HIV or sex worker status to family and 
friends, leading to feelings of detachment and social isolation.47,62,197,205,210,214,269,275,309 Weakened 
relationships may diminish their access to social support for contending with IPV, such as 
encouragement, self-esteem bolstering, and help overcoming emotional and practical difficulties 
of terminating abusive relationships.158,265 Instrumental support from family (e.g. money, a place 
to stay) may constitute the needed relationship exit option.184 Migrant FSW in China with one or 
fewer social network members to go to for financial support in crisis situations had a 2.5-fold 
greater odds of experiencing violence inflicted by a husband or boyfriend in the past six months 
compared to those reporting a greater number of sources of financial support.34 
Anticipated stigma from family can also negatively influence couple level affective 
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dynamics. In a study with FSW who use drugs and their intimate partners in Mexico-U.S. border 
cities, a participant’s fear of discrimination by her partner’s family heightened her insecurity 
about their relationship and jealousy about his time spent with them, leading to relationship 
tension and conflict.161 Social precarity—the perpetual threat of rupture of social ties with family 
and isolation because of one’s HIV status—may also increase the difficulty of ending 
relationships with intimate partners that are abusive but also constitute sites of love, 
companionship, and support, as can be the complicated reality in violent intimate partner 
relationships.365  
Fear that their colleagues could take their clients if they revealed their HIV status to 
them, which was also associated with IPV, may capture anticipated stigma from peers (being 
outed by them) and/or from clients (being rejected by them if outed by peers). Female sex 
workers living with HIV in the Dominican Republic have described colleagues outing their HIV 
status to their clients to compete for scarce economic resources.92,269 The fear may indicate a lack 
of trusting relationships with peers as it signals status non-disclosure and an expectation that 
peers would use their HIV status against them for self-gain if given the opportunity. Research 
indicates that peer support can play a uniquely important role for FSW and other marginalized 
social groups in contending with IPV and other stressful conditions, as they may be able to 
identify with and provide support for experiences of violence and stigma, and do so when family 
members will not or cannot.34,186 Lacking financial and/or emotional support from FSW peers 
were the factors most strongly related to reporting IPV in the study of FSW in China cited 
previosuly.34  
Fear that their colleagues could take their clients if they revealed their HIV status also 
reflects the ever-present potential for economic calamity that this population experiences due to 
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HIV and sex work stigma, in concert with other contextual factors. Because of the stigmatized, 
ambiguous legal status of sex work, they lack sex worker labor rights to protect against HIV 
discrimination-induced income loss and other risks.89,98,99 Neither the State-provisioned safety 
net nor help from social networks can be relied upon in times of need, given the inadequacy of 
social protections and widespread poverty.92,227 They also experience a lack of protection against 
workplace HIV discrimination in any jobs they might have outside the sex 
industry.258,267,275,277,280,353  Economic precarity due to stigma may intensify the importance for 
FSW living with HIV of securing and maintaining intimate partner relationships as a safeguard 
for times of  economic shocks, and thus impede avoidance or rejection of abusive but 
economically supportive relationships.  
No other measures of stigma were significantly associated with IPV in the final models, 
contrary to expectations. It is plausible that effects of enacted stigma on IPV were not detected 
because they had decayed, given that the stigma variables were lifetime measures and may have 
captured experiences that occurred long ago. Future studies should consider including measures 
of both recent and lifetime stigma and IPV experiences to address these issues. Given the large 
number of key IVs in the final models relative to sample sizes, it is also possible that some 
effects appeared null due to mediation of relationships between certain stigma variables and IPV 
by other stigma variables, or competition between IVs for variance in the outcome. In particular, 
internalized HIV stigma was significantly associated with IPV in all longitudinal models except 
the final combined stigma model, in which case its OR also decreased. Research should further 
examine the relationship between internalized HIV stigma and IPV, including indirect pathways 
of influence.  
Differences between findings from BL and longitudinal analyses—workplace HIV 
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discrimination (job loss) and the fear that your family would exclude you from activities if your 
HIV status were known were significantly associated with IPV in the BL model only, while fear 
that your colleagues would take your clients if your HIV status were known was associated with 
IPV in the longitudinal model only— have several potential explanations. Despite my 
examination of significant differences between participants who were and were not retained at 
FU, it is possible that the BL and longitudinal samples are different on unassessed 
characteristics, especially given the relatively small sample sizes and low outcome prevalence. 
Even though a control for intervention exposure intensity was included in longitudinal analyses, 
the BL and BLFU samples differed on intervention enrollment, and it is possible the control did 
not completely adjust for intervention effects. In light of studies showing impacts of community 
empowerment interventions on violent victimization outcomes among FSW, intervention 
participation could have influenced IPV odds.106,217,220  Intervention effects, along with the 
smaller BLFU sample size, could help account for the smaller number of significant relationships 
found in longitudinal analyses. Alternatively, paths found to be significant in BL analyses may 
have been inflated due to the cross sectional nature of the analysis in which control for the prior 
level of the DV is not possible and independent and dependent variables are measured 
simultaneously;339 these issues are partly addressed with the BL IPV control in the longitudinal 
models. Finally, the differences in the BL and FU IPV variables—at BL, questions about IPV 
(last six months) were posed only to women who identified themselves as having had a conflict 
or argument and/or received maltreatment from a sexual partner (last six months), while at FU, 
IPV questions (last ten months) were posed to all women—could have led to differences in 
results as well.  
  Not administering IPV questions to all participants at BL limited the extent to which prior 
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levels of the outcome variable could be controlled for in longitudinal analyses and may have led 
to underestimation of BL IPV prevalence. The IPV measure at BL and FU was limited by not 
assessing psychological violence. This likely led to underestimation of IPV prevalence, 
particularly given that emotional abuse is the most commonly reported form of IPV among 
women in the Dominican Republic.231 In the BL analyses, it was not possible to determine 
temporal ordering of stigma experiences and IPV, leaving open the possibility that IPV led to 
higher levels of stigma rather than the reverse, a plausible hypothesis as IPV can lead to 
experiences of depression, anxiety and IPV-related stigma143,366,367 that could in turn lead to 
higher levels of perceived HIV and sex work stigma. The issue of temporal ordering was 
addressed in BLFU analysis. Finally, I was not able to examine the role of race, gender, class, 
and sexuality in the relationships between stigma and IPV because those variables were not 
measured and/or lacked variability in the study population, but see this as an important area of 
future research for advancing understanding of intersectional lived experiences of FSW living 
with HIV in the Dominican Republic. 
5.5 Conclusion 
This study expands the literature on IPV among FSW. It is one of the first to examine 
correlates of IPV among FSW living with HIV, and to describe the levels of enacted, anticipated, 
and internalized HIV and sex work stigma experienced by this population. My findings suggest 
that to reduce IPV in this population, policies and programs may need to address enacted and 
anticipated HIV stigma and their economic, social, and psychological and behavioral effects. The 
relationship between workplace HIV discrimination and IPV contributes to the growing body of 
evidence that the impunity with which employers discriminate based on HIV is an urgent 
problem for the health and well-being of PLHIV in the Dominican Republic, which research has 
already linked to poor mental health and HIV care and treatment.280,368 Interventions to curb 
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these employer practices are greatly needed, along with establishment of sex work labor laws to 
protect against HIV discrimination and precarity of working conditions more generally, in line 
with demands made by sex worker activists.98,99 Community empowerment interventions for 
FSW also hold promise—those targeting HIV prevention in other settings have shown success in 
reducing sex work and HIV stigma in the general public, which could decrease FSWs’ 
experiences of stigma, and in building FSW community cohesion, which could increase their 
peer support to protect against IPV. 59,139,140,218,219 Individual counseling, which FSW living with 
HIV in this context have described as very helpful for building self-esteem, rejecting stigma, and 
improving mental health, may also aid them in ending abusive relationships.265,270 While the 
present study focused on how structural factors may place FSW at higher risk of IPV 
victimization, interventions to address IPV perpetration are also needed—an intervention in the 
Dominican Republic that increased uptake of GBV services for key populations successfully 
implemented individual counseling for IPV perpetrators and couples counseling.279 To further 
advance understanding of the multiple pathways in which distinct mechanisms of stigma relate to 
IPV for the development of targeted interventions, qualitative and quantitative studies should 
assess indirect effects via factors highlighted in this paper’s discussion, such as income, alcohol 
use, social support, mental health, and relationship wellbeing. To develop a full understanding of 
the complex relationships between stigma and IPV, enhance intervention effectiveness, and 
bolster resilience of FSW living with HIV, it will be essential to identify not only the damaging 




CHAPTER 6. EXAMINING PATHWAYS BETWEEN STIGMA, ALCOHOL USE, 
ECONOMIC RESOURCES, AND IPV AMONG FEMALE SEX WORKERS LIVING 
WITH HIV IN SANTO DOMINGO (MANUSCRIPT 2) 
6.1 Background 
Intimate partner violence (IPV) victimization is associated with numerous adverse 
physical and mental health and social wellbeing outcomes among women,1-3,5-9 including 
suboptimal HIV care and treatment.12,13,15,16,122,341-343,369 IPV against women who practice sex 
work, particularly those living with HIV, has received relatively little attention compared to the 
research, policy, and programming dedicated to IPV against women not identified as sex 
workers. Few studies examine violence perpetrated against female sex workers (FSW) 
specifically by their intimate partners outside of sex work who do not pay for sex acts (e.g. 
boyfriends or husbands)24-29 even though in some contexts, violence from intimate partners is 
more prevalent than violence from clients and others,2,15,36,37 and risk factors for IPV may be 
unique.2,15,34,35 A systematic review of correlates of IPV and workplace violence (perpetrated by 
clients, law enforcement, colleagues, and others) against FSW highlights the role of structural 
factors—contextual factors external to the individual, such as economic policies, laws, and social 
norms—in producing their risk of violence.28,44 Knowledge of mechanisms through which 
structural factors influence individual outcomes may support development of effective 
interventions. However, most violence studies of FSW examine simple risk factor/outcome 
associations with cross-sectional data, leaving those mechanisms unclear.28,39   
In Manuscript 1, I found that HIV stigma, one such structural factor, was associated with 
IPV among FSW living with HIV in the Dominican Republic. Participants who reported 
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workplace HIV discrimination had over five times the odds of IPV compared to those who did 
not. In addition, each increase in fear of being excluded from family activities if your HIV status 
were known was associated with a nearly 2-fold increase in the odds of IPV, as was each 
increase in fear of colleagues taking your clients if you told them your HIV status. Further 
investigation is needed to identify explanatory pathways through which HIV and sex work 
stigma relate to IPV risk. Per Link and Phelan84 stigma is the co-occurrence of labeling of people 
who have a socially significant characteristic, linking of labels to negative meanings and 
stereotypes, and separation of, discrimination against, and social status loss of the stigmatized, 
all within a context of unequal power relations. Fundamental cause theory of stigma articulates 
mediated pathways through which stigma may detrimentally influence the health of stigmatized 
populations, such as depleting available resources, undermining social relationships, and 
spurring harmful psychological and behavioral responses.”65(p814) This theory, when triangulated 
with research on stigma and IPV, suggests indirect pathways through which stigma relates to 
IPV risk among FSW living with HIV. Stigma depletes available resources that can be used to 
prevent negative health outcomes or manage their consequences,65  such as money and health 
care access. Examples of resource-reducing enacted stigma against FSW and people living with 
HIV (PLHIV) include employer HIV discrimination (e.g. involuntary testing) and status outing 
by colleagues leading to unemployment and client loss,267,269,275,277,280 and law enforcement 
discrimination, such as random arrest and extortion of FSW, which creates economic costs and 
criminal records that block access to jobs.92,93 Anticipated employer HIV testing and status 
outing to community members can also prevent PLHIV—e.g. FSW living with HIV, who often 
have income generation strategies in and outside sex work--from seeking jobs.275,277 Enacted 
stigma additionally undermines social ties, e.g. when friends or families reject their members 
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living with HIV or practicing sex work, cutting off access to social support and connections to 
income generation opportunities.267 Reductions in women’s economic resources can reduce their 
power within and/or ability to leave intimate partner relationships, which may increase their risk 
of IPV, per feminist economic household bargaining models.184,255,286,287 Economic resources, 
such as income and savings, thus constitute potential mediators of relationships between enacted 
and anticipated stigma and IPV.   
In addition to economic mechanisms, stigma may increase the risk of IPV among FSW 
living with HIV via psychological and behavioral responses to stigma, such as substance use for 
affect regulation. Individuals drink to reduce negative emotions and/or to enhance positive 
emotions, per Cooper and colleagues’310 alcohol use motivation model.310 Female sex workers 
describe drinking to suppress depression and shame resulting from stigma experiences, dampen 
fear of being outed, and enhance feelings of courage to work despite the stigma.154,205,212,260,261,306 
Intoxication due to alcohol use may undermine FSWs’ ability to detect and escape from 
potentially violent situations, increasing their risk of IPV.154,205,260,261 Alcohol use is thus a 
potential mediator of relationships between enacted, anticipated, and internalized stigma and 
IPV. 
Using data from a longitudinal cohort of FSW living with HIV in Santo Domingo, 
Dominican Republic,70,71 I empirically test whether two measures of economic resources, 
monthly income and savings, and alcohol use mediate relationships between HIV and sex work 
stigma and IPV. I tested the following hypotheses, depicted graphically in Figure 6.1: 
Hypothesis 2.1: Female sex workers living with HIV reporting higher levels of 
enacted HIV and sex work stigma and anticipated HIV stigma will report lower 
economic resources than those reporting lower stigma levels; having lower 
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economic resources will, in turn, be associated with greater odds of IPV. 
Hypothesis 2.2: Female sex workers living with HIV reporting higher levels of 
enacted, anticipated, and internalized HIV and sex work stigma will report greater 
alcohol use than FSW reporting lower stigma levels; in turn, greater alcohol use 
will be associated with greater odds of IPV.  
This study will advance understanding of the effects of stigma on the health and wellbeing of 
FSW living with HIV and complex pathways through which it influences their IPV risk. 
Findings may aid development of IPV interventions tailored for this population, which have thus 
far been scarce and ineffective.68,216  
Figure 6.1 Conceptual model of indirect effects hypotheses  
 
Note: Direct effects of stigma on IPV not pictured for clarity. 
6.2 Methods 
Study setting 
I analyzed BL and FU survey data from an evaluation of Abriendo Puertas (Opening 
Doors), a multi-level intervention promoting HIV care and prevention with a cohort of 250 FSW 
living with HIV in Santo Domingo, Dominican Republic (2012-2014).70,71 The surveys, which 
included measures of enacted, anticipated, and internalized HIV and sex work stigma, were 




















In the Dominican Republic, an estimated 3.3% of adult women sell sex in exchange for 
money or goods.254 HIV prevalence among FSW is approximately 4.4%,229 six-fold greater than 
the national adult HIV prevalence of 0.7%.348 A fifth of FSW in Santo Domingo (n=401) 
reported experiencing at least one type of abuse or maltreatment in the past year in the 2012 
Integrated Biological and Behavioral Surveillance Survey, including physical maltreatment, rape, 
and robbery or assault.229 A previous analysis of the current study cohort found that 18.3% 
experienced violence from a sexual partner in the last six months, with a greater proportion 
reporting violence from intimate partners (12.3%) than from clients (8.3%).15 Among women 
broadly in the Dominican Republic, IPV is the fourth leading cause of death.248  
Sampling, recruitment, and data collection 
Participants were recruited via a non-random sampling approach led by peer navigators 
(current/former FSW experienced in conducting HIV outreach, prevention, and proving support 
for PLHIV). Navigators approached women they knew or were referred to through their ongoing 
community-based work with sex workers, and recruited from the HIV clinic in coordination with 
clinic staff. Women who were participating in the study also provided referrals.70   
To be eligible for the study women had to meet the following criteria: be at least 18 years 
of age, HIV-positive, and report having exchanged sex for money in the last month. HIV status 
was confirmed via a single rapid test (Retrocheck) prior to the BL survey.70 From November 
2012 to February 2013, 268 FSW were enrolled and completed a BL survey. Of those, 250 
participated in the intervention, and 228 (91%) were retained at ten month FU and completed FU 
surveys between November and December 2013. A trained Dominican female interviewer 
administered structured paper surveys to participants in Spanish in a private office. Following the 
surveys, participants provided vaginal swabs for STI testing and whole blood samples for HIV 
viral load testing, which were collected by a physician. 
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All participants provided consent prior to data collection. Consent was obtained orally to 
minimize potential breaches in confidentiality. All study protocols and consent procedures were 
approved by the Institutional Review Boards of the Johns Hopkins Bloomberg School of Public 
Health, the University of North Carolina, and the Instituto Dermatologico y Cirugia de Piel Dr. 
Humberto Bogart Diaz, the Dominican research partner for the study, which oversaw all local 
data collection. Each participant received approximately 10 U.S. dollars for completing each 
survey visit. 
Measures 
All measures are based on self-report unless specified otherwise.  
Outcome variable 
Intimate partner violence 
Seven IPV questions, adapted from the WHO Violence Against Women Instrument,15,72 
asked whether participants had or had not experienced particular acts of physical or sexual 
violence (e.g. been pushed, kicked, forced to have sex) perpetrated by intimate partners, new 
clients, and regular clients in the last six months. The questions were asked separately for each of 
these partner types. Intimate partners were defined as sexual partners with whom a participant 
had sex three or more times who did not pay per sexual act although they may have given her 
money (e.g. for rent). If a participant answered “yes” to any of the seven questions regarding 
violence perpetrated by an intimate partner, she was considered to have experienced IPV. The 
seven IPV questions were included in both BL and FU surveys, but their timeframe was “in the 
last six months” in the BL survey and “since you started the study” (i.e. the previous ten months) 
in the FU survey. In the BL survey, the seven IPV questions were only posed to participants who 
had replied affirmatively to at least one of two preceding questions regarding whether they had 
had conflict with or received maltreatment from sexual partners. In the FU survey, the seven IPV 
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questions were posed to all participants.   
Independent variables 
Stigma 
Measures of enacted, anticipated, and internalized HIV stigma were adapted from 
existing HIV stigma scales311,312 and draw on the Earnshaw 313 HIV Stigma Framework.70 The 
sex work stigma measures were adapted from the HIV measures, given the scarcity of validated 
sex work measures at the time of survey design,314 by changing “HIV” to “sex work” in all 
items.5  The surveys did not include measures of anticipated sex work stigma due to the parent 
study’s focus on HIV and the lack of available sex work stigma measures. All complete stigma 
measures are presented in Appendix A. 
Enacted stigma is defined as the experience of being discriminated, stereotyped, or 
prejudiced against due to a social characteristic (e.g. being HIV positive or a sex worker). Based 
on public health, anthropological, human rights, and psychometric literatures,92,93,258,267,269,272-277 
I identified five forms of enacted stigma experienced by PLHIV and FSW in the Dominican 
Republic: social discrimination, health service discrimination, workplace discrimination (job 
loss), workplace discrimination (establishment abuse), and law enforcement discrimination. All 
of these forms apply to stigma related to both HIV and sex work, except for law enforcement 
discrimination, which refers to sex work only. Social discrimination includes gossip, contempt, 
verbal abuse, linking HIV and sex work to one another (e.g. attributing FSWs’ HIV status to 
their sex work, or assuming FSW are HIV-positive) and to other negative meanings, and 
rejection by friends, family, and community members. Health service discrimination 
encompasses providers’ refusal to provide services, behaving distantly or hostilely, and outing 
 
5 Since then, a comprehensive, reliable, and valid scale to measure sex work stigma has been developed using data 
from FSW in the Dominican Republic and Tanzania. 316. ibid. 
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HIV or sex worker status to clinic or family/partners. Workplace discrimination (job loss) 
indicates having been fired and/or excluded from hiring due to HIV or sex worker status. 
Workplace discrimination (establishment abuse) includes verbal or physical abuse within sex 
work workplaces by establishment owners or FSW colleagues, e.g. FSW physically assaulting 
FSW living with HIV due to their HIV status or outing their status to clients. Law enforcement 
discrimination encompasses police arbitrary arrest, extortion, sexual/physical/verbal abuse, 
refusal to provide protection, and blaming FSW for experiencing abuse.  
To measure these constructs, I selected binary survey items assessing lifetime enacted 
stigma experiences and combined them to create multi-item indices or used them as single item 
measures. All multi-item indices are comprised of two to four items. Mean scores (range: 0-1) 
were calculated for multi-item indices that had at least one item with a non-missing value. 
Workplace HIV and sex work discrimination (job loss) measures were assessed with one binary 
item, “Have you ever lost a job because you are living with HIV/are a sex worker?” Per 
DeVellis, an index is a “superordinate label for the several discrete variables that contribute to 
it,” and which independently influence the level of the index.(cite presentation) Given this, items 
will not necessarily correlate with one another. Thus, reliability analyses for the indices are not 
reported.318   
Anticipated HIV stigma. Anticipated stigma refers to expectations of discrimination, 
stereotyping, and/or prejudice from others in the future due to a social characteristic. Five survey 
items assessed anticipated HIV stigma: you are afraid you could be threatened with violence if 
your HIV status were known; you are afraid that if you disclosed your HIV status to your friends, 
they would lose respect for you; you are afraid that if you disclose your HIV status to the women 
with whom you work, they could take your clients; you are afraid your partner could leave you if 
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your HIV status were known; you are afraid that your family could exclude you from regular 
family activities if your HIV status were known. For each item, participants were prompted to 
endorse five statements on a 4-point Likert scale (1 = strongly disagree; 2 = disagree; 3 = agree; 
4 = strongly agree). The items reflect different feared forms of discrimination that may have 
different levels of importance or impact for participants and thus different relationships with IPV 
risk. The items “you are afraid you could be threatened with violence if your HIV status were 
known” and “you are afraid your partner could leave you if your HIV status were known” were 
also expected to relate more strongly to IPV than other items because they possibly captured 
known proximal correlates of IPV, perceived risk of violence319 and abandonment anxiety,320 
respectively. Thus, the anticipated stigma items were included in models as discrete variables. 
Internalized stigma. Internalized stigma is defined as the application of negative attitudes 
towards one’s stigmatized characteristic to oneself. Two eight-item scales, previously validated 
using Abriendo Puertas FU data,321 assessed participants’ levels of internalized HIV stigma and 
internalized sex work stigma. Participants were prompted to respond to statements such as 
“HIV/being a sex worker makes you feel like a bad person” and “You feel worthless because you 
are living with HIV/are a sex worker” on a 4-point Likert scale ranging from strongly disagree to 
strongly agree. I conducted confirmatory factor analysis (CFA) of the scales, which indicated 
strong unidimensionality and internal reliability and that all eight items loaded significantly on 
the latent constructs in both cases (Cronbach’s alpha = 0.87 for both; all loadings p<0.001). The 
final scales exhibited adequate fit (CFI = 0.99, TLI = 0.98, and RMSEA = 0.08 for both). Mean 
scores was calculated for both multi-item scales when at least one item had a non-missing value 
(range: 1-4). Complete final scales are presented in Appendix A and results from CFA are 




Alcohol use frequency 
This measure estimates how frequently participants consumed alcohol in the last six 
months. Responses were collapsed into three categories of use frequency: frequent (a few times 
per week, once a week, on the weekends), infrequent (once a month, on rare occasions, once 
every two weeks), and never. 
Monthly income 
The amount of money (Dominican Pesos [DOP]) participants earn per month in total 
from any source was assessed and converted to U.S. dollars (USD) at the 2012 exchange rate 
(38.8 DOP/USD). The variable was logged to address its skewed distribution and minimize 
influence of outliers. 
Monthly savings 
The amount of money (DOP) participants save per month in total from any source was 
assessed. The measure may indicate income in relation to expenses and resources not used to 
meet basic needs and other typical monthly expenses. It was also converted to USD and logged. 
Controls 
Variables were included as controls if they were theoretically plausible causes of both 
independent variables (IVs) and dependent variable (DV), i.e. confounders. Variables that were 
potential mediators of relationships between IVs and DVs were not included as controls to avoid 
incorrectly nullifying relationships. In Aim 2 mediation analysis, models controlled for potential 
confounders of relationships between IVs (stigma measures) and outcome (IPV), mediators 
(alcohol use and economic resources) and outcome, and IVs and mediators. All control variables 




Age (years), educational attainment (any years primary/any secondary or tertiary school), 
civil status (has cohabiting partner/non-cohabiting partner/no partner, including separated, 
widowed, divorced), number of children. 
Number of sexual partners per month 
Participants reported the number of new and regular clients and intimate partners they 
had had in the last 30 days. New clients were those with whom they had sex once or twice. 
Regular clients were those with whom they had sex at least three times and who pay for sex.  
Worksite 
Participants were asked where they worked in the previous three months. Response 
options (club or disco, bar, street, hotel/motel, general store, billiard hall, other/specify) were 
collapsed into two categories, street and sex establishment or independent. 
Intervention exposure intensity  
The intensity of FSWs’ exposure to the Abriendo Puertas intervention, the main exposure 
in dose-response analyses of the Abriendo Puertas intervention impact,71 was used as a control 
for effects of Abriendo Puertas participation. A binary indicator variable was created for each 
main intervention component: attending all individual counseling sessions, having a peer 
navigator, and participating in community mobilization activities. Counseling session attendance 
data were sourced from program attendance records, and the other indicators were assessed in 
the survey. Intervention exposure intensity was defined as high/moderate if at least two 
indicators were equal to 1, and low in all other cases.71  
Data analysis 
The analytic sample was comprised of cases who participated in the study at both BL and 
FU (n=223). I assessed missingness and predictors of dropout as described in Section 4.4. I 
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estimated path models to assess the indirect effects of stigma on IPV via income, savings, and 
alcohol use. I used a model building approach recommended by MacKinnon (2008) for multiple 
mediator models in which separate, simple mediation models are first estimated for each of the 
hypothesized mediators, and then those found to mediate IV/DV relationships are combined in a 
final multiple mediator model. I produced parameter estimates using the robust weighted least 
squares (WLS) estimator, which performs well with moderate and small sample sizes,329,330 and a 
probit link function. Mplus produces direct and indirect effects for latent continuous response 
variables underlying categorical DVs, which can be understood to reflect the propensity of 
participants to have the different DV values.327,331 The product of regression coefficients for each 
‘a’ path and ‘b’ path pair (a*b) constituted an indirect effect.336 Statistical significance of the a*b 
indirect effects were assessed by computing their standard error and bias-corrected bootstrapped 
confidence intervals (CI) based on 5,000 bootstrap resamples. Bootstrapping is a nonparametric 
method of estimating standard errors and CIs that does not make assumptions about the sampling 
distribution of the indirect effect and provides more accurate Type I error rates and greater power 
for detecting indirect effects than other methods.327,337 The key IVs and controls except 
intervention exposure intensity were from BL and the mediators and IPV outcome from FU.    
6.3 Results 
Sample characteristics 
Table 6.1 presents socio-demographic and behavioral characteristics of participants 
(n=223). The percentage of participants at FU who reported any physical or sexual violence 
perpetrated by an intimate partner in the past ten months (since study enrolment) out of all 
participants was 14.80% (n=33). At BL, the median age was 36 (range: 18-61) and 
approximately two thirds had primary school level of education only (any number of years; 
65.02%). Participants most commonly reported having a steady partner with whom they did not 
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live (43.50%) or a spouse or steady partner with whom they lived (35.87%), while a fifth 
(20.63%) were single (had no steady partner). In the past month, forty percent (39.91%) never 
consumed alcohol, while over a third (34.53%) did frequently, and a quarter did infrequently 
(25.56%). At FU, median monthly income was US$193.30 (range: 0-1,031) and savings was 
US$0.0 (USD 0, range: 0-129).   
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Table 6.1 Socio-demographic and behavioral characteristics, Abriendo Puertas longitudinal 
sample (n=223) 
Characteristic Median (range, IQR) or 
percentage (frequency) 
Follow up physical/sexual IPV  
victimization (past ten mos.)* 
 
 
Yes 14.80 (33) 
No 85.20 (190) 
Baseline physical/sexual IPV 
victimization (past six mos.)  
 
 
Yes 11.66 (26) 
No 88.34 (197) 
Age (years) 36.15 (18-61, 12) 
Educational attainment  
Primary school (any number years) 65.02 (145) 
Any secondary or tertiary school 
(any number years) 
34.98 (78) 
Civil status  
Lives with spouse/steady partner 35.87 (80) 
Non-cohabitating steady partner 43.50 (97) 
Single (no steady partner, 
separated, divorced, widowed) 
20.63 (46) 
Residence  
Urban (cities/major towns) 91.48 (204) 
Rural community 8.52 (19) 
Number of children 3 (0-8, 3) 
Worksite   
The street 56.95 (127) 
Sex establishment or independent 43.05 (96) 
Number of sexual partners/mo. 12 (1-51, 10) 
Alcohol use frequency (past mo.)  
Frequent (a few times/week, 
once/week, weekends) 
34.53 (77) 
Infrequent (once/mo., rare 
occasions, once/two weeks) 
25.56 (57) 
Never 39.91 (89) 
Income (USD**)* 193.30 (0.00-1030.93, 128.87) 
Savings (USD**)* 0.00 (0.00-128.87, 12.89) 
Intervention exposure intensity*  
High/moderate 70.40 (157) 
Low 29.60 (66) 
*Measured at FU (n=223).  




Levels of enacted, anticipated, and internalized stigma  
Table 6.2 presents participants’ levels of enacted, anticipated, and internalized stigma at 
BL. I report medians for all stigma measures given non-normal distributions, as well as means 
for multi-item enacted stigma measures, which are easier than medians to interpret due to the 
large number of zero responses. Percentages and frequencies are reported for the two binary 








Median (range, IQR) 
or percentage 
(frequency) 
Mean (range, standard 
deviation) 
Enacted stigma   
Sex work   
Social discrimination 0 (0.00-1.00, 0.33) 0.21 (0.00-1.00, 0.33) 
Health services discrimination 
0 (0.00-1.00, 0.00) 0.07 (0.00-1.00, 0.18) 
Law enforcement discrimination 
0 (0.00-1.00, 0.00) 0.11 (0.00-1.00, 0.26) 
Workplace discrimination (job 
loss) 11.66 (26) - 
Workplace discrimination 
(establishment abuse) 0 (0.00-1.00, 0.00) .06 (0.00-1.00, 0.21) 
HIV  
Social discrimination 0 (0.00-1.00, 0.33) 0.24 (0.00-1.00, 0.34) 
Health services discrimination 
0 (0.00-1.00, 0.33) 0.14 (0.00-1.00, 0.25) 
Workplace discrimination (job 
loss)  22.42 (50) 
- 
Workplace discrimination 
(establishment abuse) 0 (0.00-1.00, 0.00) 0.01 (0.00-1.00, 0.11) 
Anticipated HIV stigma 
Fear of threat of violence 
3.00 (1.00-4.00, 2.00) 
- 
Fear of losing friends' respect 3.00 (1.00-4.00, 1.00) - 
Fear of colleagues taking clients 
2.00 (1.00-4.00, 2.00) 
- 
Fear of partner abandonment 2.00 (1.00-4.00, 2.00) - 
Fear of family exclusion 2 (1.00-4.00, 2.00) - 
Internalized stigma  
HIV 2.25 (1.00-4.00, 1.00) - 





Effects corresponding to ‘a’ and ‘b’ paths are reported in Tables 6.3-6.5 along with 95% 
confidence intervals, and significant findings in bold. In the income indirect effects model, 
participants reporting more social HIV discrimination at BL had lower monthly income at FU 
compared to those reporting less social HIV discrimination, as shown in Table 3 (a path: β = -
0.92; 95% C.I. -1.38, -0.46; p=.00). In the savings indirect effects model, at FU, participants with 
greater monthly savings had a higher odds of IPV than those with lower monthly savings as 
shown in Table 4 (b path: β = 0.11; 95% C.I.:  0.00, 0.23; p=.05). In the alcohol use indirect 
effects model, at FU, participants with more frequent alcohol use had a higher odds of IPV 
compared to those with less frequent alcohol use, as shown in Table 5 (b path: β = 0.21; 95% CI: 
0.00, 0.43; p=.05). No other ‘a,’ or ‘b’ paths were significant in any model. No indirect effects 
were statistically significant in the simple mediation models. Path estimates for a multiple 
mediator model were therefore not computed. 
Table 6.3 Mediation by income - adjusted coefficient estimates for path effects 
Independent stigma variable 
Effect of stigma on 
income ('a' path) 
Effect of income 
on IPV ('b' path) 
Enacted sex work stigma   
Social discrimination 0.28 (-0.39, 0.95) 
-0.03 (-0.22, 0.16) 
Workplace discrimination (job loss) -0.04 (-0.82, 0.75) 
Law enforcement discrimination 0.27 (-0.74, 1.27) 
Enacted HIV stigma 
Social discrimination -0.92 (-1.38, -0.46) 
Workplace discrimination (job loss) 0.38 (-0.07, 0.82) 
Anticipated HIV stigma 
Fear of threat of violence  -0.13 (-0.39, 0.13) 
Fear of losing friends' respect 0.04 (-0.28, 0.36) 
Fear of colleagues taking clients 0.05 (-0.12, 0.21) 
Fear of partner abandonment 0.08 (-0.07, 0.22) 
Fear of family exclusion 0.02 (-0.15, 0.20) 
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Table 6.4 Mediation by savings - adjusted coefficient estimates for path effects 
Independent stigma variable 
Effect of stigma on 
savings ('a' path) 
Effect of savings 
on IPV ('b' path) 
Enacted sex work stigma 
Social discrimination -0.40 (-1.37, 0.58) 
0.11 (0.001, 0.23)  
Workplace discrimination (job loss) -0.19 (-1.06, 0.68) 
Law enforcement discrimination -0.21 (-1.33, 0.91) 
Enacted HIV stigma 
Social discrimination -0.19 (-1.04, 0.66) 
Workplace discrimination (job loss) 0.27 (-0.35, 0.90) 
Anticipated HIV stigma 
Fear of threat of violence -0.17 (-0.42, 0.08) 
Fear of losing friends' respect 0.18 (-0.15, 0.50) 
Fear of colleagues taking clients 0.017 (-0.17, 0.21) 
Fear of partner abandonment 0.14 (-0.06, 0.35) 
Fear of family exclusion -0.13 (-0.34, 0.08) 
 
Table 6.5 Mediation by alcohol use - adjusted coefficient estimates for path effects 
Independent stigma variable 
Effect of stigma on 
alcohol use ('a' path) 
Effect of alcohol use on 
IPV ('b' path) 
Enacted sex work stigma 
Social discrimination -0.35 (-1.05, 0.32) 
0.21 (-0.002, 0.43) 
Health services discrimination 0.26 (-0.83, 1.34) 
Workplace discrimination - job loss 0.06 (-0.58, 0.70) 
Law enforcement discrimination -0.53 (-1.28, 0.23) 
Enacted HIV stigma 
Social discrimination 0.27 (-0.35, 0.88) 
Health services discrimination -0.09 (-1.03, 0.85) 
Workplace discrimination - job loss -0.15 (-0.67, 0.37) 
Anticipated HIV stigma 
Fear of threat of violence 0.08 (-0.14, 0.31) 
Fear of losing friends' respect -0.11 (-0.38, 0.15) 
Fear of colleagues taking clients 0.11 (-0.04, 0.26) 
Fear of partner abandonment 0.04 (-0.11, 0.19) 
Fear of family exclusion -0.01 (-0.19, 0.17) 
Internalized stigma 
Sex work -0.04 (-0.35, 0.26) 




This study contributes to knowledge on ways that stigma affects health and economic 
outcomes among FSW living with HIV, and on how substance use and economic resources may 
influence their vulnerability to IPV. Results suggest that, in line the detrimental influence of 
stigma on economic resources posited by fundamental cause theory of stigma, HIV social 
discrimination may lead to lower income among FSW living with HIV.  In addition, alcohol use 
and savings may increase the odds of IPV, but not in the direction hypothesized in the latter case. 
I did not detect indirect effects of stigma on IPV via alcohol use or economic resources variables.  
With respect to relationships between stigma and hypothesized mediators, greater HIV 
social discrimination at BL predicted lower monthly income at FU. This finding is consistent 
with my expectation that discrimination by members of one’s social networks would lead to 
reduced access to economic resources. As illustrated by an ethnographic study in the Dominican 
Republic, members of one’s social network can be a critical, if not sole, source of connections to 
income generation opportunities for FSW and other low income.92 Income did not predict IPV.  
Regarding relationships between mediators and IPV, alcohol use frequency was 
positively associated with IPV, consistent with findings from multiple previous studies of FSW 
and other women.2,152,153,323 Alcohol use may cause intoxication that impairs FSWs’ ability to 
detect the potential for violence and escape from violent situations.154,205,260,261 It is also possible 
that the relationship is attributable to male partner alcohol use, as partners commonly drink 
together and men’s alcohol use is strongly associated with IPV perpetration in studies with FSW 
and other women in the Dominican Republic and globally.110,142,155,156,159,251,323 We were not able 
to control for male partner drinking as it was not measured in the survey, a limitation of this 
study. Finally, it should be noted that IPV may have led to increased alcohol use – possibly as a 
coping mechanism—rather that the reverse, given that they were both assessed at FU.  
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Unexpectedly, greater monthly savings was associated with a higher odds of IPV. A 
qualitative study on FSWs and their intimate partners in Santo Domingo identified a norm within 
relationships of partners sharing available economic resources271 (e.g. cash). It is possible that 
male partners could interpret FSWs’ saving as a withholding from the relationship that violates 
this norm and constitutes a betrayal, giving rise to conflict and IPV. Alternatively, it is possible 
that FSWs’ possession of savings threatens the traditional gender hierarchy within relationships, 
leading to male partner violent retaliation, per “male backlash” theory and empirical findings 
from women not identified as sex workers in this setting.184 The applicability of this 
interpretation to this population is unclear—research with FSW and male partners in the 
Dominican Republic indicates that the traditional gender hierarchy is both subverted and adhered 
to within relationships, and some male partners are accustomed to and even dependent on their 
female partners having economic resources from sex work.91,92,271  
The direction of the savings/IPV relationship was inconsistent with my finding reported 
in Manuscript 1 that job loss due to HIV was positively related to IPV, previous studies on 
economic resources and violence among FSW, and household bargaining models.31,32,151,184,187,188 
This inconsistency aligns with reviews of research on the relationship between having economic 
resources and IPV among women not identified as sex workers, which find that the relationship 
depends on type of resource (e.g. income, education, assets) and contextual moderating factors 
(e.g. presence of patriarchal gender norms).68,135 Relationships between different types of 
resources and IPV may have different pathways and require distinct theoretical justifications. 
While employment and savings both entail possession of  money, which theoretically could 
provide the “exit option”184 needed to leave an abusive relationship, depletion of non-monetary 
resources conferred by employment may account for the job loss due to HIV/IPV 
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relationship.34,265,280 Some of these were discussed in Manuscript 1, including experiences of 
self-worth and autonomy and supportive social ties with colleagues. It  also possible that IPV 
may lead to increased savings rather than reverse, given the cross-sectional nature of the 
analysis—women in abusive relationships may strive to save money in order to build their 
relationship exit option. Future qualitative and quantitative research is needed to better 
understand pathways through which different types of economic resources relate to IPV in this 
population. 
There are a few explanations for my findings of null indirect effects of stigma on IPV via 
income, savings, and alcohol use. A strength of this study is its use of data from a cohort of FSW 
living with HIV, an underreached population, but it is possible that low power due to the 
relatively small sample size led to Type I errors, despite the use of bias-corrected bootstrapped 
CIs. More relationships between stigma and mediators were insignificant than expected as well. 
It is plausible that true effects of the stigma variables on the mediators and/or IPV were not 
detected because they had decayed. As enacted stigma experiences were assessed with lifetime 
measures, they may have occurred long ago and had immediate or short term impacts, which 
decayed by mediator and/or IPV measurement at FU. Measures of internalized and anticipated 
stigma capture current experiences, which may have immediate impacts that decayed over the 
ten month FU period. In addition, not assessing moderators of stigma/mediator relationships may 
have concealed relationships that are significant at certain levels of those moderators.  
Regarding relationships between stigma and economic mediators in particular, 
participants may have started sex work in order to recover from negative economic effects of 
enacted or anticipated stigma, in which case effects might have been attenuated. Research in the 
Dominican Republic indeed documents women living with HIV entering the sex industry to 
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overcome economic consequences of HIV discrimination,258,277 possibly reflected in the 19% of 
participants in this study cohort who first became involved in sex work subsequent to their HIV 
diagnosis.70 In addition, economic variable measurement error may have obscured significant 
relationships. Individual income and savings are highly prone to measurement error, which might 
in future be reduced with use of multiple survey items.370  
With regard to stigma/alcohol use relationships, it should be noted that recommended 
standardized alcohol use measures 371 were not available. It is possible that more comprehensive 
alcohol use measures that better capture drinking patterns than frequency alone, e.g. quantity-
frequency,371 could better detect the influence of stigma. A measure that incorporated quantity 
might also more accurately assess the relationship between alcohol and IPV given that 
intoxication is the hypothesized relationship mechanism, which is dependent on quantity 
consumed.372 The alcohol use measure also did not distinguish between alcohol use in and 
outside of sex work. If consumption occurred primarily within the context of work, the question 
of how much it would have affected intimate partner relationship dynamics arises. Intoxication 
due to drinking during sex work could increase IPV victimization risk via mechanisms discussed 
previously (e.g. negative effects on the ability to escape violence) if the intoxication lasted 
beyond working hours, which is plausible particularly in cases of heavy drinking.373   
Other study limitations include the lack of assessment of psychological violence by the 
IPV measure, likely leading to underestimation of IPV prevalence. The potential for recall bias 
may be of particular concern for self-reports of stigma and IPV as they can be traumatic 
experiences, which can lead to memory disturbances.374 Finally, longitudinal data collected at 
three timepoints reflecting the temporal ordering of IVs, mediators, and outcome would be 




This study advances knowledge of how stigma affects FSW living with HIV and risk 
factors for IPV in this population. To my knowledge this is the first study to explore indirect 
pathways through which different mechanisms of stigma relate to IPV among FSW and FSW 
living with HIV. My finding that social HIV discrimination predicted lower income may 
illustrate how stigma can deplete available economic resources through the weakening of social 
ties with family and friends, in line with fundamental cause theory of stigma. The consequence 
of depleted economic resources for IPV risk appears dependent on resource type (e.g. 
employment, savings, income). Calls for economic empowerment interventions to address risk of 
violence among FSW (e.g. Roberts et al.375) have been made. While a substantial literature has 
examined these relationships among women not identified as FSW,68,376-378 more research to 
determine how and in what circumstances different types of economic resources relate to the risk 
of IPV in this population is needed to promote intervention effectiveness and prevent unintended 
negative consequences. My study is the first in this setting to examine relationships between 
FSWs’ alcohol use and their experiences of IPV, and findings echo previous studies showing that 
alcohol use may increase risk of IPV in this population.2 152,153 Like many studies that have 
found linkages between women’s alcohol use and IPV,323 we were not able to control for partner 
alcohol use, and additional research is needed to understand the relationship mechanism and 
guide appropriate programmatic responses.  
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CHAPTER 7. DISCUSSION AND CONCLUSIONS 
In this dissertation, I assessed relationships between multiple mechanisms of HIV and sex 
work stigma and IPV risk among FSW living with HIV in Santo Domingo, and sought to 
identify mediated pathways of these relationships. Findings suggest that multiple forms of 
enacted and anticipated HIV stigma may increase IPV risk. Participants who reported workplace 
HIV discrimination—having lost a job due to HIV—had over five times the odds of IPV 
compared to those who did not. In addition, each increase in level of fear of being excluded from 
family activities if your HIV status were known was associated with a nearly 2-fold increase in 
the odds of IPV, as was each increase in level of fear of colleagues taking your clients if you told 
them your HIV status. 
There are several possible explanations of these relationships, which reflect processes 
through which stigma degrades the health and wellbeing of stigmatized populations laid out in 
Hatzenbuehler’s fundamental cause theory of stigma.65 Job loss due to HIV discrimination may 
undercut economic resources and/or spur negative psychological and behavioral responses 
among FSW living with HIV (e.g. depression, low self-esteem, substance use), which can create 
barriers to leaving abusive relationships or, in the case of substance use, compromise the ability 
to detect and escape from violent situations. The lack of economic resources may also reduce 
women’s power within their intimate partner relationships, or cause financial stress and 
relationship conflict, leading to their heightened risk of IPV. Fear of family exclusion may relate 
to IPV via low social support, which can be protective against IPV34—the fear may hamper 
status disclosure to family members, diminishing access to emotional and economic support, or 
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mark unsupportive family relationships. Fear that their colleagues could take their clients if they 
revealed their HIV status to them may also mark unsupportive or untrusting relationships with 
peers. Alternatively, it may mark the economic and social precarity with which FSW living with 
HIV—who may lose their jobs or clients at any point if HIV stigma is used against them—live in 
this context. Precarity may intensify the importance of attaining and maintaining intimate partner 
relationships that provide economic support as a safeguard for stigma-driven economic shocks, 
and thus impede rejection of abusive but economically supportive relationships. The perpetual 
threat of rupture of social ties with family and isolation because of one’s HIV status may also 
increase the difficulty of ending relationships with intimate partners that are abusive but 
simultaneously constitute sites of love, companionship, and support, as can be the complicated 
reality in violent intimate partner relationships.365  
I tested mediated pathways—enacted and anticipated stigma’s effects on IPV via 
economic resources (income and savings), and enacted, anticipated, and internalized stigma’s 
effects on IPV via alcohol use—and did not find significant indirect effects. However, social 
HIV discrimination at BL did predict lower monthly income at FU in line with my hypotheses, 
which were based on literature indicating the importance of social ties as resources for income 
generation opportunities for FSW in this context.92 Greater alcohol use and greater savings were 
associated with greater IPV risk, as expected for alcohol use and contrary to expectations for 
savings. Alcohol use may elevate IPV risk due to effects of intoxication that limit women’s 
ability to detect and/or escape from violent situations, and female partners’ savings may threaten 
male partners’ dominance or be perceived by male partners as a betrayal of relationship norms of 
mutual economic support, leading to conflict and IPV.154,184   
My results could be understood to indicate that HIV stigma is more impactful than sex 
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work stigma in this population of FSW living with HIV, since only HIV stigma variables were 
associated with IPV and mediators. All forms of enacted HIV stigma were more commonly 
reported than enacted sex work stigma. It is possible that, in this context, HIV stigma is 
experienced with more frequency, magnitude, or severity—attributes not captured by the binary, 
lifetime stigma measures used—leading to stronger relationships with IPV. Additional enacted 
stigma indicators and/or indicators with more response options capturing greater variability 
might help to assess why only effects of HIV stigma were significant. More response options 
might increase measures’ validity and precision generally, although minimal response options 
can also enhance reliability and accuracy of measures as they are less likely to produce 
respondent fatigue.318 Future inquiry (e.g. cognitive interviewing) to assess whether enacted 
stigma indicators with more response options, such as a Likert scale, would better assess enacted 
stigma experiences and their relationships with IPV is warranted.  It is also plausible that effects 
of HIV stigma and not sex work stigma were detected due to superiority (e.g. greater validity) of 
the HIV measures, given that their design was based on a much larger measurement literature, as 
previously noted. Future research on sex work stigma’s effects should employ the new validated 
sex work stigma scale developed by Kerrigan et al.316 
Findings across the two manuscripts highlight the complexity of the relationship between 
FSWs’ possession of economic resources and IPV risk. While findings indicate that job loss due 
to HIV may be a risk factor for IPV—consistent with a small number of previous studies 
examining economic resources (e.g. housing, debt) and violence among FSW—greater monthly 
savings was also associated with greater IPV risk. The finding on the effect of job loss is 
consistent with household bargaining theory, which posits that women’s possession of economic 
resources gives them greater power within their relationships and the ability to leave abusive 
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relationships, while the finding on savings is not consistent with this. The finding on savings is, 
however, consistent with male backlash theory, which explains male partner violence as 
retaliation against women threatening the traditional gender hierarchy by acquiring economic 
resources or other forms of power. However, it is not clear how this theory applies in contexts 
where couples both uphold and challenge that hierarchy-- by virtue of being in intimate partner 
relationships with FSW, male partners may demonstrate a willingness to accept partners who do 
not conform to traditional codes of behavior for women, or a need to be accepting due to their 
own economic precarity. Further studies are needed to elucidate how and when possession of 
different resources affect IPV risk among FSW, including those living with HIV.    
Other limitations to this research, detailed in Chapters 5 and 6, include the small sample 
size, intervention exposure of participants in longitudinal analyses, cross-sectional design of 
some analyses, error in measurement of key variables, and lack of data on possible mediators, 
moderators, and confounders. Future studies, including qualitative research, which can be 
especially helpful for identifying pathways of associations, should be conducted to further 
elucidate the relationships of focus in this dissertation. Social support, mental health (e.g. 
depression), and relationship wellbeing are specific, theoretically plausible mediators of 
stigma/IPV relationships that I could not assess due to lack of data that should be tested. To 
develop a full understanding of the complex relationship between stigma and IPV, it will be 
essential to identify not only stigma’s damaging effects, which is the exclusive focus of 
fundamental cause theory of stigma, but also ways in which stigmatized populations resist and 
thrive in the face of stigma, such as social cohesion, i.e. trust, solidarity, and mutual aid in a 
given group.59,270,379,380 Numerous examples of resistance against stigma involving community 
social cohesion, linked to positive effects on health and wellbeing of FSW, exist 
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globally.98,294,381 Being part of a cohesive FSW community that could act as a safety net in times 
of need or crisis could mitigate the experience of economic and social precarity, and enable 
them to avoid or end abusive intimate partner relationships. Examination of social cohesion and 
other moderating factors may improve modeling of stigma/IPV relationships, and increase 
chances of detecting true effects. 
Examination of how participants’ positions within social hierarchies of race, class, and 
gender moderate stigma/IPV and stigma/mediator relationships may also improve models and 
better reflect the intersectional lived experiences of this population. For instance, impacts of HIV 
stigma, such as job loss, on income and savings may be harder to bounce back from—and thus 
exacerbated—for dark skinned FSW living with HIV of African descent, who are subject to 
racism and colorism that reduce their labor market access.257,351 Inclusion of a race or color 
moderator could thus help better detect the relationships between stigma and economic 
resources. The effects of precarity due to HIV stigma may be intensified by additional 
experiences of precarity associated with race, class, gender, or citizenship status. For example, 
FSW living with HIV from lower social classes, who may have lower levels of education and 
lack ties with social networks that can offer resources in times of crisis (e.g. significant financial 
social support, connections to jobs) may be more strongly impelled than those of higher classes 
to maintain intimate partner relationships, despite the IPV, as a safeguard against precarity 
resulting from HIV stigma. Inclusion of a class moderator might help better detect the 
relationships between stigma and IPV. 
Putting aside limitations and the need for more research before determining appropriate 
programmatic and policy responses, my results provide insights suggesting interventions at each 
level of the socio-ecological model. In general, interventions that reduce or buffer effects of 
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workplace HIV discrimination and fears of discrimination– including targeting the source of the 
fears, HIV stigma within the social context broadly and sex worker communities—could have 
positive impacts on the IPV risk of FSW living with HIV in this context. Interventions that 
address discrimination by family and friends could also have positive impacts on FSWs’ 
economic status, with many potential downstream effects on health and wellbeing.382 
Comprehensive anti-discrimination legislation to protect stigmatized populations, 
including women engaged in sex work and PLHIV, is currently under consideration by 
legislators in the Dominican Republic.252,383,384 The Ley General de Igualdad y No 
Discriminacion (General law of Equality and Non-Discrimination), drafted by the National 
HIV/AIDS Council (CONAVIHSIDA), in partnership with local NGOs, would provide 
protections against discrimination in an array of spaces, including the workplace, health services, 
public spaces, and social protection programs.252 If passed, this structural intervention could 
deter acts of workplace and other discrimination by establishing legal recourse for victims, and 
promote values and social norms and of non-discrimination against FSW and PLHIV. Stronger 
norms of non-discrimination could reduce discriminatory behavior within families and 
communities of these populations.346,385  
The law includes ensuring equitable access to social protections.252 It could therefore also 
mitigate the HIV stigma-driven economic and social precarity of FSW living with HIV, which is 
exacerbated by the lack of an adequate, accessible social safety net,93,227 and may elevate their 
IPV risk. If the law reduces forms of sex work discrimination that deplete economic resources 
(e.g. extortion by police) and increases access to social protections, it could also improve 
economic precarity of FSW generally, both HIV-negative and -positive. This, in turn, could 
reduce the urgency of competition for clients among FSW and the weaponization of stigma in 
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competition— captured in participants’ reported fear that their colleagues could take their clients 
if they revealed their HIV status to them—which undermines community trust and 
cohesion.92,258,269 Establishment of labor rights for sex workers, including protections against 
HIV discrimination and other labor conditions of risk and unpredictability, may also be critical 
for reducing economic and social precarity among FSW and FSW living with HIV, 98,99 with 
potentially beneficial effects on IPV risk.  
However, as is demonstrated by the pervasiveness of workplace HIV discrimination 
despite the existence of international and domestic anti-HIV discrimination 
laws,267,269,275,277,280,351,352 passage of laws alone may not have the intended effects. The law that 
criminalizes domestic violence and establishes services for victims (1997 Law 24–97) in the 
Dominican Republic is another example of where a law’s impact on key indicators (e.g. 
prosecutions of perpetrators386 and victims’ access to services204,245,247,252,279,387) has been greatly 
undermined by failures in implementation, such as little knowledge of the laws and services in 
the courts and general public.232,386,388 It will be imperative that the General law of Equality and 
Non-Discrimination is accompanied by sufficient implementation oversight and accountability 
mechanisms if it is to reduce stigma and violence against FSW living with HIV and other 
populations it aims to protect.  
HIV-focused community empowerment interventions in other settings have demonstrated 
activities that may reduce sex work and HIV stigma in the general public, such as FSW 
community-led public rallies, education of journalists on sex work to address stigma in the 
media, and advocacy and training with police and government officials.59,139,140,218,219 Such 
approaches could reduce this population’s experiences of enacted and anticipated HIV stigma 
within their social networks, which I found related to IPV. Building FSW community cohesion, a 
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central goal of community empowerment interventions,59,389 could also increase access to peer 
support among FSW living with HIV, which may be protective against IPV, or help manage 
stigma’s negative effects on social support.59,139,140,218,219 However, HIV stigma within the 
community can create divisiveness and conflict that limits cohesion, as reflected in participants’ 
reports of fear their colleagues could take their clients if they told them their status, and in other 
documented discriminatory behavior toward FSW living with HIV such as physical 
violence.92,208,269 To build community cohesion that positively influences risk of IPV among 
FSW living with HIV, interventions must take an approach that addresses HIV stigma within the 
community and the intersectional experiences of FSW living with HIV. For example, community 
empowerment interventions could include anti-HIV stigma training for FSW community 
organizations themselves, as well as anti-sex work stigma training for organizations of PLHIV. 
Further research is needed to investigate whether and through what processes peer cohesion and 
support may interact with stigma and influence IPV risk among FSW living with HIV.  
With regard to potential interventions at the couple and individual levels, counseling for 
couples and male IPV perpetrators was successfully implemented in a Dominican setting in an 
intervention to increase GBV service uptake among FSW and other key populations (effects on 
violence outcomes were not reported).279 Counseling could, for instance, help couples to better 
manage effects of financial stress resulting from job loss due to HIV on couple dynamics, or 
couple tension and conflict stemming from anticipated HIV stigma from family (e.g. when FSW 
fear discrimination by their partner’s family161). While my analyses did not include enacted 
stigma from male partners as an IV (for the reasons noted in Section 2.3 under “Prevalence and 
correlates”), literature documenting how stigma can spur and shape abusive behavior of male 
intimate partners (e.g. insulting FSW partners about their sex work54,190 or HIV status,159 using 
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their sex work to coerce or manipulate them to have sex,47,159,212 etc.) indicates that addressing 
effects of stigma on couple interactions and male partner behavior, via counseling or other 
interventions, may be important for IPV prevention in this population. Finally, FSW living with 
HIV in this context have described receiving individual counseling as very helpful for building 





APPENDIX A. STIGMA MEASURES 
The measures of enacted, anticipated, and internalized HIV and sex work stigma used in 
all analyses are presented in Tables A.1-A.4 below 






Have you ever… 
Felt excluded from family get-togethers because you exchange 
sex for money? 
Felt that members of your family have made discriminatory 
comments or have gossiped about you because you exchange 
sex for money? 









Have you ever… 
Felt you have been given bad services in a health center 
because you exchange sex for money? 
Been denied medical care because you exchange sex for 
money? 
Heard health service personnel gossiping about you because 












Have you ever… 
Been insulted or threatened by the owner of the sex work 
establishment or other employees of the establishment 
because you exchange sex for money?  
Experienced abuse or attempted physical or sexual abuse from 
the owner of the sex work establishment or other employees 










Have you ever… 






Have you ever… 
Felt that the police neglected to protect you because you 
exchange sex for money? 
Been insulted or threatened by the police because you 
exchange sex for money? 
Experienced abuse or attempted physical or sexual abuse by 
the police because you exchange sex for money? 

















Have you ever… 
Felt excluded from family get-togethers because you are 
living with HIV? 
Felt that members of your family have made 
discriminatory comments or have gossiped about you 
because you are living with HIV? 
18.6B Felt rejected by your friends because you are 









Have you ever… 
Felt you have been given bad services in a health center 
because you are living with HIV? 
Been denied medical care because you are living with 
HIV? 
Heard health service personnel gossiping about you 









(abuse in sex 
establishment) 
Have you ever… 
[If APPLICABLE,] Been insulted or threatened by the 
owner of the sex work establishment or other 
employees of the establishment because you are living 
with HIV?  
Experienced abuse or attempted physical or sexual 
abuse from the owner of the sex work establishment 
or other employees of the establishment because you 










Have you ever… 

















Table A.3 Anticipated HIV stigma measures 
Variable Indicator(s) Response format  
Fear of threat 
of violence 
You are afraid you could be threatened with violence if 










You are afraid that if you disclosed your HIV status to 









You are afraid that if you disclose your HIV status to the 










You are afraid your partner could leave you if your HIV 









You are afraid that your family could exclude you from 






























HIV makes you feel like a bad person. 
You feel like you're not as good as others because you are 
living with HIV. 
The attitudes of people towards HIV make you feel worse 
about yourself. 
You feel guilty because you are living with HIV. 
You feel ashamed of living with HIV. 
It is easier to avoid friends than to tell them that you are 
living with HIV. 
You feel worthless because you are living with HIV. 
You feel that you bring many problems to your family 
because you are living with HIV. 
Items:  
1 = strongly 
disagree 
2 = disagree 
3 = agree 








Sex work makes you feel like a bad person. 
You feel like you're not as good as others because you 
exchange sex for money. 
The attitudes of people towards sex work make you feel 
worse about yourself. 
You feel guilty because you exchange sex for money 
You feel ashamed of exchanging sex for money. 
It is easier to avoid friends than to tell them that you 
exchange sex for money. 
You feel worthless because you exchange sex for money. 
You feel that you bring many problems to your family 
because you exchange sex for money. 
Items:  
1 = strongly 
disagree 
2 = disagree 
3 = agree 








APPENDIX B. CONFIRMATORY FACTOR ANALYSIS RESULTS 
To establish internalized HIV and sex work stigma variables measured using multi-item 
scales, I conducted CFA and examined scale reliability using the full BL sample (n=268). 
Results are presented below. 
Internalized HIV stigma 
The final eight-item scale showed adequate fit: CFI = 0.99, TLI = 0.98, RMSEA = 0.08, 
Chi-square/degrees of freedom=2.6 (48.72/19) and good reliability (Cronbach’s alpha =.87). A 
correlation between error terms of two items (“1. HIV makes you feel like a bad person” and “2. 
you feel like you're not as good as others because you are living with HIV”) was included in the 
final model per modification index in order to improve model fit. The eight items loaded 
significantly on internalized HIV stigma (p<0.001), as presented below.  
                       Estimate    S.E.     Est./S.E.    P-Value 
    Item 1            1.000      0.000    999.000    999.000 
    Item 2            1.049      0.029     35.598      0.000 
    Item 3            0.902      0.042     21.278      0.000 
    Item 4            1.017      0.036     27.867      0.000 
    Item 5            1.035      0.038     27.005      0.000 
    Item 6            0.625      0.063      9.869       0.000 
    Item 7            1.114      0.036     30.634      0.000 
    Item 8            0.846      0.044     19.299      0.000 
 
Internalized sex work stigma 
The final eight-item scale showed adequate fit (CFI = 0.99, TLI = 0.98, RMSEA = 0.08, 
Chi-square/degrees of freedom=2.9 (48.99/17) and good reliability (Cronbach’s alpha = .87). 
Correlations for error terms of three pairs of items (“1. Exchanging sex for money makes you 
feel like a bad person” and “2. You feel like you're not as good as others because you exchange 
sex for money”; “4. You feel guilty because you exchange sex for money” and “7. You feel 
worthless because you exchange sex for money”; and “4. You feel guilty because you exchange 
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sex for money” and “5. You feel ashamed of exchanging sex for money”) were included in the 
final model per modification indices in order to improve model fit. The eight items loaded 
significantly on internalized sex work stigma (p<0.001)—see below: 
                        Estimate     S.E.   Est./S.E.    P-Value 
    Item 1             1.000      0.000    999.000    999.000 
    Item 2             1.024      0.031     33.242      0.000 
    Item 3             1.035      0.025     40.762      0.000 
    Item 4             1.021      0.027     38.234      0.000 
    Item 5             1.047      0.025     42.451      0.000 
    Item 6             0.737      0.048     15.406      0.000 
    Item 7             0.898      0.036     24.873      0.000 





APPENDIX C. CONTROL VARIABLE SENSITIVITY ANALYSIS 
Results of sensitivity analysis to examine how controlling for BL IPV and intervention 
exposure intensity—theoretically plausible mediators as well as confounders -- influenced the 
strength and significance of relationships between stigma and IPV are presented in Table C.1 
below. As shown, when those controls were excluded individually and together, the strength of 
the significant relationship found in the full model between fear that your colleagues could take 








Table C.1 Sensitivity analysis - inclusion of baseline IPV and intervention exposure controls in BLFU model 
 
OR OR OR OR
Social discrimination 0.72 0.14 3.63 0.75 0.15 3.74 1.01 0.21 4.75 1.05 0.23 4.90
Health services discrimination 1.39 0.09 21.75 1.43 0.09 22.62 1.24 0.09 17.29 1.20 0.09 16.74
Workplace discrimination 
(exclusion)
1.39 0.35 5.52 1.39 0.35 5.54 1.37 0.36 5.21 1.38 0.36 5.23
Law enforcement 
discrimination
0.62 0.11 3.64 0.59 0.10 3.41 1.19 0.25 5.73 1.11 0.24 5.25
Social discrimination 1.67 0.32 8.61 1.48 0.30 7.37 1.19 0.25 5.68 1.08 0.23 5.05
Health services discrimination 1.22 0.17 8.74 1.32 0.19 9.21 1.06 0.16 7.15 1.18 0.18 7.68
Workplace discrimination 
(exclusion)
1.15 0.35 3.78 1.16 0.36 3.82 1.69 0.55 5.20 1.70 0.55 5.23
Fear of threat of violence 1.60 0.84 3.03 1.54 0.82 2.88 1.62 0.89 2.98 1.58 0.87 2.86
Fear of losing friends' respect 0.61 0.31 1.22 0.63 0.32 1.26 0.57 0.29 1.14 0.59 0.30 1.17
Fear of colleagues taking 
clients
1.70 1.12 2.57 1.66 1.10 2.49 1.58 1.06 2.35 1.55 1.05 2.29
Fear of partner abandonment 1.08 0.73 1.61 1.07 0.72 1.59 1.07 0.73 1.58 1.07 0.73 1.57
Fear of family exclusion 0.92 0.58 1.45 0.93 0.59 1.47 1.11 0.72 1.71 1.12 0.73 1.73
Sex work 0.73 0.31 1.71 0.70 0.30 1.65 0.93 0.41 2.11 0.91 0.41 2.03
HIV 2.06 0.80 5.30 2.12 0.83 5.43 1.87 0.77 4.55 1.91 0.79 4.62
Internalized stigma
BLFU final model




Intervention exposure intensity 














APPENDIX D. HALF-LONGITUDINAL INDIRECT EFFECTS VIA ALCOHOL USE 
In Aim 2, I estimated path models to assess the indirect effects of enacted and anticipated 
stigma on IPV via economic resources and alcohol use, and the indirect effects of internalized 
stigma on IPV via alcohol use. For alcohol use, I also produced estimates of “half-longitudinal” 
indirect effects (HLIEs) since measures of the mediator at both BL and FU were available, which 
the method requires (income and savings measures were only available at FU).337,339,340 This 
method adds rigor to mediation analysis conducted with data from only two timepoints. When 
data from two timepoints are used and the mediator and DV have been obtained concurrently, the 
estimated effect of the mediator on the DV may be biased because it is not possible to control for 
confounding of that path by prior levels of the DV.339 Figure D.1 visually depicts how data from 
the two time points are used in estimation of HLIEs via alcohol use. As shown, I estimated 
longitudinal pathways from the stigma IVs at BL to the measure of the alcohol use mediator at 
FU (‘a’ paths), and from the BL measure of the mediator to IPV at FU (‘b’ path). To address the 
potential for prior levels of the mediator and DV to confound these associations, I estimated 
autoregressive (AR) pathways between BL and FU measures of the mediator (ARmediator) and 
between BL and FU IPV (ARD.V.). I assessed statistical significance of the a*b indirect effects by 
computing their standard errors and bias-corrected bootstrapped CIs.   
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Figure D.1 Estimation of half-longitudinal indirect effects for alcohol use 
 
Half-longitudinal indirect effects of stigma on IPV via alcohol use were insignificant. 
The relationship between social sex work discrimination and alcohol use was significant (β = -



















APPENDIX E. STIGMA LEVELS BY ITEM 
Tables and Figures E.1 – E.5 below present percentages of participants at BL who 
endorsed responses to items comprising multi-item and single item stigma measures.  







Felt excluded from family get-togethers because you 
exchange sex for money? 
16.9 (45) 83.1 (221) 
Felt that members of your family have made 
discriminatory comments or have gossiped about you 
because you exchange sex for money?** 
26.1 (69) 73.9 (195) 
Felt rejected by your friends because you exchange sex 
for money? 
18.4 (49) 81.6 (217) 
Health service 
discrimination 
Felt you have been given bad services in a health center 
because you exchange sex for money? 
7.5 (20) 92.5 (246) 
Been denied medical care because you exchange sex for 
money? 
3.4 (9) 96.6 (257) 
Heard health service personnel gossiping about you 
because you exchange sex for money?* 





Been insulted or threatened by the owner of the sex 
work establishment or other employees of the 
establishment because you exchange sex for money?** 
7.2 (19) 92.8 (245) 
Experienced abuse or attempted physical or sexual 
abuse from the owner of the sex work establishment or 
other employees of the establishment because you 
exchange sex for money?** 




Lost a job because you exchange sex for money? 10.9 (29) 89.1 (237) 
Law enforcement 
discrimination 
Felt that the police neglected to protect you because you 
exchange sex for money? 
10.2 (27) 89.9 (239) 
Been insulted or threatened by the police because you 
exchange sex for money? 
10.9 (29) 89.1 (237) 
Experienced abuse or attempted physical or sexual 
abuse by the police because you exchange sex for 
money? 
9.0 (24) 91.0 (242) 
Been imprisoned or detained because you exchange sex 
for money? 
13.2 (35) 86.4 (231) 
*Missing=1    





Table E.2 Levels of enacted HIV stigma by item (n=266) 




Felt excluded from family get-togethers 
because you are living with HIV? 
18.8 (5) 81.2 (216) 
Felt that members of your family have 
made discriminatory comments or have 
gossiped about you because you are living 
with HIV?*** 
29.3 (77) 70.72 (77) 
Felt rejected by your friends because you 
are living with HIV? 
21.4 (57) 78.57 (209) 
Health service 
discrimination 
Felt you have been given bad services in a 
health center because you are living with 
HIV?* 
18.5 (49) 81.51 (216) 
Been denied medical care because you are 
living with HIV? 
9.8 (26) 90.23 (240) 
Heard health service personnel gossiping 
about you because you are living with 
HIV?* 





[If APPLICABLE,] Been insulted or 
threatened by the owner of the sex work 
establishment or other employees of the 
establishment because you are living with 
HIV?** 
1.1 (2) 98.86 (261) 
Experienced abuse or attempted physical 
or sexual abuse from the owner of the sex 
work establishment or other employees of 
the establishment because you are living 
with HIV?** 




Lost a job because you are living with 
HIV? 
22.2 (59) 77.82 (207) 
*Missing=1    
**Missing=2    











Table E.3 Levels of anticipated HIV stigma by item (n=266) 
  Strongly 
disagree 
Disagree Agree Strongly 
agree 
Variable Item Percentage (frequency) 
Fear of threat 
of violence 
You are afraid you could 
be threatened with 
violence if your HIV 
status were known 





You are afraid that if you 
disclosed your HIV 
status to your friends, 
they would lose respect 
for you 




You are afraid that if you 
disclose your HIV status 
to the women with 
whom you work, they 
could take your clients 




You are afraid your 
partner could leave you 
if your HIV status were 
known 




You are afraid that your 
family could exclude 
you from regular family 
activities if your HIV 
status were known 





Table E.4 Levels of internalized HIV stigma by item (n=266) 
 Strongly 
disagree 
Disagree Agree Strongly 
agree 
Item Percentage (frequency) 
HIV makes you feel like a bad 
person. 
44.0 (117) 34.2 (91) 15.4 (41) 6.4 (17) 
You feel like you're not as good 
as others because you are living 
with HIV.** 
34.1 (90) 31.4 (83) 27.3 (72) 7.2 (19) 
The attitudes of people towards 
HIV make you feel worse about 
yourself.* 
21.9 (58) 24.9 (66) 37.0 (98) 16.2 (43) 
You feel guilty because you are 
living with HIV.* 
34.7 (92) 32.5 (86) 24.5 (65) 8.3 (22) 
You feel ashamed of living with 
HIV. 
22.9 (61) 26.7 (71) 36.5 (97) 13.9 (37) 
It is easier to avoid friends than 
to tell them that you are living 
with HIV.*** 
8.8 (23) 11.5 (30) 63.6 (166) 16.1 (42) 
You feel worthless because you 
are living with HIV.* 
40.0 (106) 34.7 (92) 16.2 (43) 9.1 (24) 
You feel that you bring many 
problems to your family 
because you are living with 
HIV.**** 
31.9 (83) 38.1 (99) 23.1 (60) 6.9 (18) 
*Missing=1     
**Missing =2     
***Missing=5     





Table E.5 Levels of internalized sex work stigma by item (n=266) 
 Strongly 
disagree 
Disagree Agree Strongly 
agree 
Item Percentage (frequency) 
Sex work makes you feel like a 
bad person.* 
30.9 (82) 32.8 (87) 31.3 (83) 4.9 (13) 
You feel like you're not as good as 
others because you exchange sex 
for money.* 
29.4 (78) 27.6 (73) 35.9 (95) 7.2 (19) 
The attitudes of people towards 
sex work make you feel worse 
about yourself.* 
22.3 (59) 27.9 (74) 41.1 (109) 8.7 (23) 
You feel guilty because you 
exchange sex for money.** 
31.8 (84) 34.5 (91) 27.3 (72) 6.4 (17) 
You feel ashamed of exchanging 
sex for money. 
24.4 (65) 25.6 (68) 41.4 (110) 8.7 (23) 
It is easier to avoid friends than to 
tell them that you exchange sex for 
money.*** 
14.9 (39) 19.9 (52) 57.6 (151) 7.6 (20) 
You feel worthless because you 
exchange sex for money.* 
40.4 (107) 30.9 (82) 20.8 (55) 7.9 (21) 
You feel that you bring many 
problems to your family because 
you exchange sex for money.**** 
29.1 (76) 44.1 (115) 19.9 (52) 6.9 (18) 
*Missing=1     
**Missing =2     
***Missing=4     














































Figure E.1 Levels of internalized sex work stigma by item (n=266) 
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APPENDIX F. BIVARIATE ANALYSIS RESULTS 
Table F.1 below presents bivariate associations between stigma measures and IPV, and 
control variables and IPV, produced using logistic regression for the BL and BLFU samples.  
Table F.1 Bivariate analysis results 













Enacted sex work stigma 
Social 












3.38 1.35, 8.46 .009 2.42 0.93, 6.33 .07 
Enacted HIV stigma 
Social 








3.81 1.77, 8.21 <0.001 1.94 0.87, 4.33 .11 
Anticipated HIV stigma 
Fear of threat 
of violence 1.27 0.83, 1.96 .27 1.42 0.92, 2.20 .11 
Fear of losing 
friends' 
respect 










0.87 0.63, 1.19 .37 1.06 0.78, 1.43 .72 
Fear of family 
exclusion 1.43 1.00, 2.06 .05 1.21 0.85. 1.72 .30 
Internalized stigma 
Sex work 1.40 0.81, 2.41 .23 1.50 0.87, 2.60 .15 
HIV 1.56 0.92, 2.64 0.10 1.94 1.14, 3.30 .02 
Controls 
Educational 
attainment 0.56 0.24, 1.31 .18 0.66 0.29, 1.50 .32 
Age 0.95 0.91, 1.00 .03 0.97 0.93, 1.01 .10 
Civil status: 















1.02 0.98, 1.06 .30 1.02 0.98, 1.07 .31 









APPENDIX G. SINGLE STIGMA MECHANISM MULTIVARIABLE RESULTS 
For Aim 1, for both HIV and sex work stigma, I ran two models for each mechanism of 
stigma --enacted, anticipated, and internalized-- one containing all stigma variables of that 
mechanism with controls and one without controls, using BL and BLFU samples. Results from 
those analyses are presented in Tables G.1-G.12 below.  
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Table G.1 Odds of IPV in the last six months by experiences of enacted stigma (n=266) 





Enacted sex work stigma 
Social discrimination 3.10 0.80 11.93 .10 
Health services 
discrimination 




1.30 0.44 3.89 .64 
Law enforcement 
discrimination 
3.26 0.94 11.35 .06 
Enacted HIV stigma 
Social discrimination 0.48 0.12 1.99 .31 
Health services 
discrimination 




3.54 1.41 8.94 .007 
 
Table G.2 Adjusted odds of IPV in the last six months by experiences of enacted stigma 
(n=266) 





Enacted sex work stigma 
Social discrimination 2.78 0.65 11.88 .17 
Health services 
discrimination 




1.32 0.40 4.31 .65 
Law enforcement 
discrimination 
3.41 0.87 13.41 .08 
Enacted HIV stigma 
Social discrimination 0.48 0.11 2.19 .34 
Health services 
discrimination 






4.09 1.51 11.03 .006 
Controls 
Educational attainment 0.58 0.23 1.50 .26 
Age 0.94 0.90 0.99 .02 
Civil status:         
Cohabitating steady 
partner (vs no partner) 
5.49 1.09 27.63 .04 
Non-cohabitating 
steady partner (vs no 
partner) 
1.68 0.31 9.07 .55 
Number of sexual 
partners per month  
1.01 0.96 1.05 .79 
 
Table G.3 Odds of IPV in the last ten months by experiences of enacted stigma (n=223) 





Enacted sex work stigma 
Social discrimination 1.86 0.47 7.32 .37 
Health services 
discrimination 




1.38 0.42 4.50 .60 
Law enforcement 
discrimination 
1.60 0.42 6.09 .49 
Enacted HIV stigma 
Social discrimination 1.14 0.30 4.33 .85 
Health services 
discrimination 








Table G.4 Adjusted odds of IPV in the last ten months by experiences of enacted stigma 
(n=223) 





Enacted sex work stigma 
Social discrimination 1.05 0.22 4.92 .95 
Health services 
discrimination 




1.08 0.30 3.87 .91 
Law enforcement 
discrimination 
0.82 0.17 4.06 .81 
Enacted HIV stigma 
Social discrimination 1.42 0.33 6.22 .64 
Health services 
discrimination 




1.27 0.43 3.75 .66 
Controls 
Educational attainment 0.75 0.29 1.90 .54 
Age 0.98 0.93 1.03 .43 
Civil status:         
Cohabitating steady 
partner (vs no partner) 
5.47 1.05 28.52 .04 
Non-cohabitating 
steady partner (vs no 
partner) 
3.38 0.62 18.28 .16 
Number of sexual 
partners per month  
1.01 0.96 1.06 .75 
Baseline IPV 5.94 2.15 16.40 <.001 
Intervention exposure 
intensity 




Table G.5 Odds of IPV in the last six months by experiences of anticipated stigma (n=266) 





Anticipated HIV stigma 
Fear of threat of 
violence 
1.32 0.76 2.30 .33 
Fear of losing 
friends' respect 
0.81 0.44 1.49 .50 
Fear of colleagues 
taking clients 
1.11 0.80 1.52 .54 
Fear of partner 
abandonment 
0.80 0.58 1.11 .19 
Fear of family 
exclusion 
1.51 1.02 2.22 .04 
 
Table G.6 Adjusted odds of IPV in the last six months by experiences of anticipated stigma 
(n=266) 





Anticipated HIV stigma 
Fear of threat of 
violence 
1.36 0.79 2.32 .27 
Fear of losing 
friends' respect 




1.15 0.82 1.61 .42 
Fear of partner 
abandonment 
0.84 0.58 1.20 .34 
Fear of family 
exclusion 




0.54 0.22 1.32 .18 
Age 0.95 0.91 1.00 .04 





(vs no partner) 
7.16 1.51 34.06  .01 
Non-cohabitating 
steady partner 
(vs no partner) 
2.37 0.45 12.43 .31 
Number of 
sexual partners 
per month  
1.00 0.96 1.04 .90 
 
Table G.7 Odds of IPV in the last ten months by experiences of anticipated stigma (n=223) 





Anticipated HIV stigma 
Fear of threat of 
violence 
1.63 0.90 2.95 .11 
Fear of losing 
friends' respect 
0.66 0.35 1.24 .20 
Fear of colleagues 
taking clients 
1.51 1.08 2.13 .02 
Fear of partner 
abandonment 
1.03 0.75 1.42 .84 
Fear of family 
exclusion 
1.15 0.79 1.68 .48 
 
Table G.8 Adjusted odds of IPV in the last ten months by experiences of anticipated stigma 
(n=223) 





Anticipated HIV stigma 
Fear of threat of 
violence 
1.75 0.98 3.15 .06 
Fear of losing 
friends' respect 
0.67 0.35 1.29 .23 
Fear of colleagues 
taking clients 
1.72 1.16 2.56 .007 
Fear of partner 
abandonment 
1.13 0.78 1.62 .52 
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Fear of family 
exclusion 




0.70 0.27 1.82 .46 
Age 0.99 0.94 1.04 .72 
Civil status:         
Cohabitating 
steady partner (vs 
no partner) 
7.87 1.50 41.41 .01 
Non-cohabitating 
steady partner (vs 
no partner) 
3.45 0.64 18.74 .15 
Number of sexual 
partners per month  
1.00 0.95 1.05 .93 
Baseline IPV 6.51 2.36 17.93 <.001 
Intervention 
exposure intensity 
0.67 0.24 1.82 .43 
 
Table G.9 Odds of IPV in the last six months by experiences of internalized stigma (n=266) 






Sex work 1.08 0.53 2.19 .83 





Table G.10 Adjusted odds of IPV in the last six months by experiences of internalized 
stigma (n=266) 






Sex work 1.10 0.56 2.14 .79 
HIV 1.62 0.83 3.16 .16 
Controls 
Educational attainment 0.50 0.21 1.21 .12 
Age 0.95 0.91 1.00 .04 
Civil status:         
Cohabitating steady 
partner (vs no partner) 
5.37 1.18 24.41 .03 
Non-cohabitating 
steady partner (vs no 
partner) 
1.68 0.34 8.27 .52 
Number of sexual 
partners per month  
1.01 0.97 1.05 .68 
 
Table G.11 Odds of IPV in the last ten months by experiences of internalized stigma 
(n=223) 






Sex work 0.93 0.45 1.94 .85 




Table G.12 Adjusted odds of IPV in the last ten months by experiences of internalized 
stigma (n=223) 






Sex work 0.75 0.34 1.66 .48 
HIV 2.24 1.05 4.78 .04 
Controls 
Educational attainment 0.69 0.28 1.73 .43 
Age 0.98 0.94 1.03 .51 
Civil status:         
Cohabitating steady 
partner (vs no partner) 
4.63 0.97 22.18 .06 
Non-cohabitating 
steady partner (vs no 
partner) 
2.40 0.49 11.73 .28 
Number of sexual 
partners per month  
1.01 0.96 1.06 .81 
Baseline IPV 6.15 2.28 16.59 <.001 
Intervention exposure 
intensity 
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231. Centro de Estudios Sociales y Demográficos (CESDEM), ICF International. Encuesta 
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